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THE IMPORTANCE OF LOCATION IN THE 
DIFFERENTIAL DIAGNOSIS OF BENIGN AND MALIGNANT 
GASTRIC ULCERATIONS* 


BY GEORGE W. HOLMES, M.D.,f AND AUBREY 0. HAMPTON, M.D.t 


HE purpose of this paper is to direct at- 

tention to a form of chronic ulceration oc- 
curring in the prepyloric region of the stom- 
ach; the correct diagnosis of which is extremely 
difficult; and as these ulcers are frequently the 
site of early carcinoma their recognition is of 
the greatest importance. 


In the type of case we are about to present 
it is often impossible to determine from the 
gross appearance, either by roentgen examina- 
tion or by surgical exploration, whether the le- 
sion is benign or malignant. In other fields of 
diagnosis the exact location of the lesion, in 
the organ involved, is often accepted as an im- 
portant factor in diagnosis, especially if other 
signs are indefinite or wanting. It has been 
stated, and generally accepted, that a lesion in 
the lung above the third rib in front is tuber- 
culosis until proved otherwise. Many similar 
examples could be cited. 

Reports are available relating to the loca- 
tion of benign and malignant lesions within 
the stomach. Unfortynately, in many of these 
data, no distinction is made between the pre- 
pyloric region and the remainder of the stom- 


ach. Only asmall percentage of the articles con- | 97° 


tains definite information relative to the dis- 
tance from the pylorus at which the lesion oc- 
curs. There are, however, a few excellent ar- 
ticles, largely by pathologists, in which these 
data are available. 

Orator, working with material obtained from 
Eiselberg’s Clinic, attempted to correlate the 
site of chronic gastric ulcerations with their 
tendency to undergo malignant degeneration. 
His conclusions are based on a study of 330 
‘specimens by gross appearance and histological 
examination. Of these 330 ulcers, 300 were in 
the middle portion of the stomach near the les- 
ser curvature, and 30 were in the prepyloric 
region. The prepyloric region is not clearly de- 
fined in inches or centimeters proximal to the 
pyloric valve. When studied histologically, six 
of the 300 ulcers on the lesser curvature and 
15 of the prepyloric ulcers showed definite evi- 
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dence of malignant degeneration. There were 
15 other ulcers, apparently in the prepyloric 
region, which were questionable. There were 
no benign ulcers on the greater curvature or in 
the fundus of the stomach. 

Stewart, in the Croonian Lectures for 1931, 
devotes considerable space to a discussion of the 
relationship of gastric ulcer to cancer, and 
makes the following statement: ‘‘Of 91 pyloric 
lesions, 15 were chronic ulcers, 71 were primary 
cancer, and 5 were ulcerocancers. While of 269 
lesions on the lesser curvature, 248 were chronic 
ulcers, 12 were uleerocancers, and 9 were pri- 
mary carcinomata’’; or to state it differently, 
94% of the chronic ulcers were on the lesser 
curvature and 84.5% of the primary carcino- 
mata were in the pyloric canal. Of 15 pre- 
pyloric chronic ulcers five, or one third, were 
malignant; while of 248 chronic ulcers on the 
lesser curvature only 12 were malignant. Other 
investigators have arrived at similar conclusions 
and it seems to be rather generally accepted 
that the common site of gastric cancer is in the 
prepyloric region while that of gastric ulcer is 
on the lesser curvature above the prepyloric 


Haudek, after discussing the difficulties of 
the roentgen diagnosis of lesions in the pre- 
pyloric region states that the proportion of ul- 
cer to cancer in this region is as 1-10. Other 
authors have placed the proportion at 1-12. 

There also seems to be considerable evidence 
that chronic ulcers in this area become malig- 
nant more often than in other parts of the 
stomach. If these statements are true, and one 
is justified in resorting to statistical data in the 
diagnosis of cases presenting atypical lesions, 
the chances are at least one to twelve that any 
chronic lesion in the prepyloric area is malig- 
nant. 

Before presenting the material which we have 
collected it is perhaps well for us to define 
what we mean by the term ‘‘chronic prepyloric 
uleeration’’. First, these ulcers are all definite- 
ly chronic and are to be differentiated from 
acute ulcerations which may occur anywhere in 
the stomach, and usually heal promptly and 
completely. Secondly, the area under con- 


1] sideration is that portion of the stomach which 


extends from the pyloric valve toward the fun- 
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dus for a distance of about one inch and forms 
the pyloric canal or antrum. It is this portion 
of the stomach which contracts to form a canal 
at the height of peristaltic activity. Thirdly, 
in localizing the lesion the center of the ulcer 
is taken as the site of origin. Chronic ulcera- 
tions occurring above this region on the lesser 
curvature, and those occurring within the 
pyloric valve should not be classified as pre- 
pyloric ulcers. 


Cancer Uleer 


The dark areas in this illustration show graphically the 
location of 121 cancers and 128 benign ulcers of the stomach. 


The following six cases are illustrative of 
the type of lesion described. The discussion 
is based on material available at the Massa- 
chusetts General Hospital during the past ten 
years. 


CasE I. J. D. (Hospital No. 272829—xX-ray No. 
121955.) A male Irish laborer, sixty-two years of 
age, entered the hospital complaining of pain and 
tenderness in the left upper quadrant, coming on 
after eating and relieved by food or soda. He had 
had some trouble for ten years which he called “gas 
attacks”. During the past three years the attacks 
had become more frequent, occurring several times 
a day. Recently he had had occasional vomiting. 
His pain was not acute; just a feeling of fullness 
and numbness in his stomach. Occasionally the vom- 
itus was of a brownish color. He lost considerable 
weight and strength. At one time he was a heavy 
drinker. Physical examination showed evidence of 
arteriosclerosis and definite resistance in the epi- 
gastrium; no mass could be felt, however, and there 
were no other physical findings of importance. Re- 
peated gastric analyses showed a considerable varia- 
tion in both the free and total acidity, the variation 
of the free acid being 20 and 80, and of the total 
acidity between 60 and 100. The guaiac test was 
always negative. His Wassermann was negative. 
X-ray examination showed a low, large, atonic stom: 
ach with active deep peristalsis and retention of 
two-thirds of the meal at the end of six hours. The 
pyloric sphincter and first portion of the duodenum 
were not visualized because of the large amount of 
food retention. The findings were interpreted as 
those of an obstructive lesion at the outlet of the 
stomach. The clinical diagnosis was gastric ulcer 
and the patient was transferred to the surgical de- 
partment for operation because medical treatment 
failed to relieve his symptoms. At operation a large. 
thickened area near the pylorus was found. There 
was no glandular enlargement and the lesion was 
thought to be due to a gastric ulcer with inflamma- 
tory thickening about it. The surgeon stated that 


it was possible to remove it, but in view of the pa- 
tient’s age and condition it seemed wiser to limit 
the procedure to a gastroenterostomy, which was 
done. The patient made an uneventful recovery and 
was discharged to the out-patient department, one 


month after his first admission, with a diagnosis of 
gastric ulcer. A year later a note was made that 
he was feeling fine and was back at work. At his 
next visit, however, two years after the operation, | 
he was deeply jaundiced and a mass could be felt 
in the epigastrium. From this time onward he 
failed rapidly and died two and a half years after 
the operation. The diagnosis was carcinoma of the 
stomach with involvement of the liver. 


CasE II. F. T. (Hospital No. 273408—xX-ray No. 
122658.) A French-Canadian laborer, sixty-five years 
of age, entered the hospital complaining of pain in 
the epigastrium of fifteen years’ duration. The pain 
was periodic and there were remissions but never 
complete relief. The pain was relieved by food. He 
often had “gas” and a feeling of distention, but did 
not vomit. There were no bloody or tarry stools. 
During the three weeks before entry he had lost 
eleven pounds in weight. Gastric analysis showed 
10% free hydrochloric acid, and the total acidity 
was 35. The guaiac test was faintly positive. The 
x-ray examination showed the stomach to be low and 
atonic with rather sluggish peristalsis. There was 
a retention of practically the entire meal at the end 
of six hours, and filling defect in the pyloric end of 
the stomach was seen. The sphincter and first por- 
tion of the duodenum appeared normal. The find- 
ings were interpreted as due to an obstructing le- 
sion at the outlet of the stomach, and malignant dis- 
ease was suggested. The physical examination was 
essentially negative. The clinical diagnosis was gas- 
tric ulcer. He was transferred to the surgical de- 
partment and at operation an indurated area in the 
pyloric end of the stomach extending for a distance 
of two centimeters to the gastric side of the pylorus 
was found. There was a definite crater admitting 
the forefinger, the surrounding area being extremely 
hard. Two sma!l glands could be palpated. The 
surgical diagnosis was gastric ulcer, and a gastro- 
enterostomy was done. It was not thought advisa- 
ble to attempt removal on account of the patient’s 
age. He made an uneventful recovery and was trans- 
ferred to the outpatient department sixteen days 
after operation. He was seen a year later at which 
time he was doing well, had gained weight and was 
symptom-free. Four years after operation he was 
again seen, and at this time he had unmistakable 
evidence of inoperable carcinoma of the stomach. 


Case III. T. C. (Hospital No. 320777—X-ray No. 
202060.) A Scotch shipbuilder, forty-six years of age, 
came to this hospital complaining of stomach trou- 
ble of twenty years’ duration, accompanied by epi- 
gastric and lower abdominal pain occurring two 
hours after meals and relieved by soda. Associated 
with the pain there was regurgitation of sour watery 
material. Four and a half months before admission 
he had an attack of dull aching pain in the back 
and epigastrium with vomiting of watery sour-tasting 
material. He was put on a six meal bland diet with 
rest in bed. In three weeks he was symptom-free. 
Six weeks before admission he considered himself 
well and returned to work, but vomited several times 
that day, and a few days later there was a rather 
dull ache in the epigastrium followed by the vom- 
iting of black coffee ground material. Later he had 
tarry stools. The pain increased, keeping him awake 
at night; the vomitus was blood tinged, and he had 
tenderness in the midline over the stomach. He 
was put on a milk and cream diet with disappearance 
of symptoms, and lost fifteen pounds in two weeks. 
An x-ray examination at the time of his first visit 
showed a deformity of the pyloric antrum and duo- 
denal bulb, which was not characteristic of either 
ulcer or cancer. There was a 60 per cent six hours’ 
residue. The diagnosis made at this time was duo- 
denal ulcer with gastric spasm. A second examina- 
tion made four months later confirmed the previous 
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-finding of deformity of the duodenal bulb and an- 
trum, but also showed a definite crater in the an- 
‘trum close to the pylorus. A diagnosis of prepyloric 
“ulcer was made and the patient was transferred to 
‘the surgical department for operation. At operation 
.a chronic indurated ulcer which showed no gross 
-characteristics of malignancy was found on the les- 
-ser curvature close to the pylorus. The pyloric end 


ulcer which wa 
‘nation was sahil. when ths malignant character was discover 
The arrow indicates the crater of the ulcer 


benign until histological exami- 


of the stomach was resected and the specimen sent 
‘to the Pathological Laboratory for’ examination. His- 
tological studies showed definite evidence of carci- 
noma. The report follows: “A segment of stom- 
ach and duodenum was examined. The stomach 
‘measures 14 x 6 cm. to the pylorus. The duodenum 
includes a strip 3 cm. beyond the pylorus. On the 
mucosal surface 1% cm. proximal to the pylorus is an 
irregular crater 3 x 1 cm. in size extending along the 
side of the pylorus. From one side extends a nar- 
row, more superficially ulcerated lesion 2 cm. in 
‘length. The larger lesion is deeply ulcerated with 
some irregular induration of the slightly elevated 
‘mucosal folds at its periphery. The remaining gas- 
‘tric mucosa is negative. One and one-half cm. from 
the pylorus in the duodenum is a 1 cm. diverticulum 
‘approximately 1 cm. deep. On slight digital pressure 
this outpocketing is very definite but tends to col- 
lapse. On the serosal surface of the stomach, oppo- 
‘site the ulcer, are a few fibrous adhesions, an area 
of reddish injection and a small % cm. area of 
slightly greyish thickening. In the mesentery a few 
glands %4-1/5 cm. in size and quite firm are. seen. 
Microscopically there is a slight diffuse infiltration 
with scattered tumor cells in the immediate vicinity 
,of the ulcer, and a collection of rather poorly dif- 
*ferentiated tumor cells in the lymphatics of the mus- 
cularis beneath the ulcer. The lymph nodes show 
no evidence of metastasis.” A diagnosis of carcinoma 
was made. (This patient has not been heard from 
since his discharge from the hospital.) 


Case IV. J. M. (Hospital No. 317217—xX-ray No. 
200777.) A forty-one year old Syrian laster entered 
the hospital complaining of pain in the abdomen. 
Six years before admission he began to have cramp- 


like epigastric pain coming on four hours after lunch, 
which was plways relieved by food. A year and a 
half before admission the pain became more severe; 
x-rays taken at another hospital were negative. He 
had lost thirty pounds in weight. There was no 
blood in the stools, while the patient was in the 
hospital, but he is said to have had several black 
movements during the past six months. The clinical 
diagnosis was peptic ulcer with a question of per- 
foration. The x-ray examination at this hospital 
showed a small fleck of barium in the pyloric end 
of the stomach which was seen before the stomach 
filled; later it could be definitely localized in the 
stomach within 2.5 cm. of the pylorus; the crater 
was about 1 cm. in diameter. The duodenal cap 
showed no ulcer deformity but both the cap and 
the duodenal loop were slightly irregular in shape. 
A diagnosis of chronic prepyloric ulcer was made 
and the patient was transferred to the surgical de- 
partment. At operation an ulcer on the posterior 
wall of the stomach, about one inch from the pylorus, 
with a crater into which the thumb could be invagi- 
nated easily was found. The edges were consider- 
ably indurated. There were a number of small glands 
in the omentum. The stomach was adherent to the 
pancreas by what seemed to be inflammatory adhe- 
sions. The duodenum was severed and a little less 
than half of the stomach was removed. The path- 
ological report was adenocarcinoma with metastases 
to the regional lymph glands. He made an unevent- 
ful recovery and was discharged to the out-patient 
department fifteen days after operation. He was 
seen four months after operation at which time he 
complained of distress in the epigastrium after eat- 
ing, but had no nausea or vomiting. ° Two months 
later he was feeling fine, had no pain, and was work- 
ing every day. 


Case V. J. L. (Hospital No. 314058—xX-ray No. 
195376.) A Finnish quarryman, fifty-two years of age, 
was admitted to the hospital with a history of in- 
ability to retain food for six weeks. For the past 
six months he had had a sour taste in his mouth on 
getting up in the morning but had been otherwise 
well. Since starting to vomit six weeks ago he has 
lost considerable weight and strength. The vomit- 
ing came on after eating and was more likely to 
occur following a full meal. Nausea was not a prom- 
inent symptom and was promptly relieved by vom- 
iting. There was no pain. The vomitus was not 
colored by blood. He had never had a serious sick- 
ness before the present one. Physical examination 
was essentially negative. At the x-ray examination 
the stomach was found to contain a large amount of 
fluid and there was a residue at the end of six hours. 
The stomach was dilated. Peristalsis was extremely 
vigorous and passed over the stomach without inter- 
ruption until near the pylorus where there was a con- 
stant irregular filling defect. The duodenal bulb ap- 
peared normal. The findings were interpreted as car- 
cinoma of the pyloric antrum. The gastric analysis 
showed no free hydrochloric acid on three examina- 
tions. The total acidity varied between 26 and 18. 
One guaiac test out of three was positive. The Was- 
sermann test was negative. A diagnosis of carci- 
noma of the stomach was made and operation ad- 
vised. At operation a small tumor involving the py- 
loric end of the stomach forming a mass about two 
centimeters in diameter was found: it was freely 
movable, and there was not evidence of metastasis 
either in the omenta or liver. The stomach was 
considerably dilated. The pyloric portion of the 
stomach, including the antrum was resected. The 
report of the examination of the specimen by the 
pathologist was as follows: “One centimeter from 
the pylorus on the lesser curvature there is a firm, 
slightly raised, centrally ulcerated growth three cm. 
in diameter. There is one small soft gland in the 
omentum of the greater curvature. Microscopic ex- 
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amination confirms the diagnosis of adenocarcinoma. 
The lymph node showed no involvement.” The pa- 
tient made an uneventful recovery and was dis- 
charged to the out-patient department twenty-one 
days after operation. When last seen he was doing 


Vv. 
at the point indicated by the arrow and was removed. 
case probably represents an early primary carcinoma of the 
prepyloric region. 


well. This case is probably one of early primary 
carcinoma of the antrum in which the x-ray finding 
suggested a much more extensive lesion, because 
gastric spasm received more attention than the 
ulceration itself. 


Case VI. J.C. (Hospital No. 284777—xX-ray No. 
143613.) A sixty-four year old Canadian was admit- 
ted to the hospital complaining of dull pain below 
the xyphoid relieved by soda and somewhat relieved 
by food. These symptoms had persisted for a year 
although he had been given dietary treatment by his 
local physician. He had lost forty pounds in weight 
during the preceding four months. He had not 
vomited. Three years previous to the last entry he 
was in this hospital complaining of aching pain in 
the back of six years’ duration and at that time a 
diagnosis of kidney stone with pyonephrosis was 
made and the left kidney was removed. Following 
the operation he was treated in the out-patient de- 
partment and did fairly well. His physical examina- 
tion at the time of the last admission was essentially 
negative. The laboratory findings were also negative, 
except those related to the stomach. There was a 
retention of 260 cc. of fasting contents with a strong- 
ly positive benzidine test, 6 cc. of free hydrochloric 
acid and a total acidity of 16. X-ray examination be- 
fore admission to the hospital showed evidence of 

pyloric obstruction with irregularity of the pyloric 
antrum which was thought to be ulcer.. A second 
examination after admission showed a definite in- 
crease in the process since the previous observation. 
The lesion now appeared to involve the lower fourth 


A small ulcerating gastric carcinoma was found 


of the stomach. There was a 75 per cent residue| @ 


at the end of six hours; only a small amount of 
barium could be forced through the pylorus. The 
duodenal cap was not well visualized. The appear- 


ance was said to be that of an extensive carcinoma 
of the lower portion of the stomach with partial ob- 
struction. At operation a small mass at the pyloric 
end of the stomach, about one cm. in diameter was 
felt. This was freely movable and there was very 
little glandular enlargement and no signs of metas- 
tases. There was marked atheroma of the splenic 
and gastric arteries. A Billroth’s gastrectomy was 
done, about one-third.of the stomach. being..removed. 
The pathological report was as follows: “ speci- 
men consists ‘of a segment of the stomach 9 x 5 cm. 
Near one margin there is a round, ulcerated area 
1% cm. in diameter with a yellowish border of ne- 
crotic tissue, and the edges of the ulcer are hard 
and slightly elevated. The surrounding tissue is 
not infiltrated. There are a few pea-sized glands in 
the omentum.” On microscopic examination a diag- 
nosis of adenocarcinoma with well-formed glands and 
quite well-differentiated cells was made. Several 
lymph glands showed involvement. The day follow- 
ing operation his temperature and pulse rose and he 
developed signs in his chest which were diagnosed 
as bronchopneumonia. He died on the third day fol- 
lowing operation. 


The above six cases reported in detail were 
selected as representative of the total group 
studied and may be divided into three classes. 
Cases I and II are taken from a group of 
seven similar cases in which a prepyloric ulcer- 
ation was found at operation, but in which the 
lesion was not removed, only a gastroenterostomy 
being done. All of these patients returned la- 
ter with unmistakable carcinoma. The result 
of recent studies leads us to believe that all of 


is} these cases had carcinoma at the time of their 


first operation and had the lesion been removed 
at least some of them would have been cured. 
The long history in these two cases, if it is ac- 
cepted, would rule out primary carcinoma and 
we must interpret the lesion as carcinoma de- 
veloping in ulcer. Had the examination been 
made early enough we would probably have 
found a benign prepyloric ulcer. 

Cases III and IV represent a group in 
which a diagnosis of chronic prepylorie ulcera- 
tion was made, and in which a partial. gastrec- 
tomy was done at the first operation. In both, 
the diagnosis was in doubt until a histological 
examination of the specimen was made; both 
were proved malignant. In both there is a fair 
chance of cure by operation. They made an un- 
eventful recovery and when last seen were free 
from disease. They represent a small group 
successfully treated for carcinoma of the stom- 
ach. 

The group represented by cases V and VI 
are probably early primary carcinoma of the 
prepyloric region. They were detected early 
and one was successfully operated upon, the 
other developed pulmonary complications fol- 
lowing the operation, from which he died. It 
is as yet too early to make any definite state- 
ment as to permanent cure in the surviving 


ase. 
A study of the case records over a period of 
ten years to determine the location of benign 
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and malignant gastric ulcerations has recently 
been made and published by us. The material 
for this study consisted of the roentgenological, 
surgical and pathological records of 128 benign 
gastric ulcerations, and of a similar number of 
gastric carcinomata based on the x-ray and 
clinical findings only. Of the 128 benign gas- 
tric ulcerations, 82 were in the media close to 
the lesser curvature; 28 were at the pylorus; 
six were near the pylorus, and two were in the 
prepyloric region. Of these 128 benign gas- 


LOCATION OF ULCER AND CARCINOMA 
X-Ray DIAGNOSIS 
(1928 and 1929) 


1929 only, based on the x-ray findings, we were 
able to collect 128 benign gastric ulcerations 
and 121 gastric carcinomata; their location was 
as follows: of the ulcers, 39 occurred in the 
pylorus, six in the prepyloric region, 80 in the 
mid portion of the stomach and three in the 
cardiac region. Of the carcinomata, 75 occurred 
in the prepyloric region, seven in the mid por- 
tion of the stomach, 21 in the cardia and eight 
were classified as diffuse. Taken together, these 
findings agree with other reports based on sim- 
ilar material. The relative proportion of be- 
nign to malignant ulcerations appearing in the 
prepyloric region is approximately one to 
twelve. 


var poate During the past three years it has been pos- 
: 39) sible to test the accuracy of the statistical data 
Pyloric end ~~ | obtained from this study, and although we have 
Media 80 17 had the codperation of the surgeon, pathologist, 
° and roentgenologist, only one chronic benign 

Diffuse 0 g |Pprepyloric ulcer has been found. In con- 
— |trast with this, 18 malignant prepyloric ulcer- 
Total 128 121 ations were resected which were 3 cm. or less 


Relative proportion of prepyloric ulcer to carcinoma 
approximately 1-12 


tric ulcerations only two were definitely in the| 


prepyloric region; six others may have been in 
this area. In nine of the cases the location 
could not be determined. 

Taking material from the years 1928 and 


in diameter. A large percentage of these ul- 
cerations were thought to be benign by the sur- 
geon and pathologist from a study of the gross 
pathology. Examination by routine frozen sec- 
tion could not be depended upon for accurate di- 
agnosis, nor was it possible to arrive at a correct 
histological diagnosis by a study of a single par- 
affin section ; it was found necessary, and it has 


THE X-RAY, OPERATIVE AND FOLLOW-UP DIAGNOSIS IN EIGHT SELECTED CASES ~ 
OF PREPYLORIC ULCER 
Hospital X-Ray Operative Final 
Number Findings Findings Diagnosis 

283365 Gastric ulcer at the prepylo- Gastric ulcer on the lesser Tumor involving the pyloric 
rus. ? malignancy. curvature 3 cm, above the end (1929) adenocarcinoma, 
pylorus (1927). removed. Operative and path- 

ological diagnosis. 
273408 Obstruction at the outlet; Ulcer on the gastric side of Operative findings—1929, car- 


probably malignant. 


the pylorus (1925). 


cinoma—inoperable. 


272829 Obstruction at the outlet of Thickening exactly at pylorus X-ray and clinical findings 
the stomach. with ulcer above it (1925). obvious carcinoma — patient 
died January, 1927. 

262864 Obstruction at the pylorus. Lesion on the lesser curva- No operation — definite car- 
ture which ended abruptly at cinoma. X-ray and clinical 
the pylorus, old callus ulcer findings. 

(1924). 
481562 Obstruction at the pylorus, Indurated lesion near the py- Carcinoma lower third—1923, 
probably ulcer. lorus (1922). adenocarcinoma — operative 
and pathological findings. 
461562 Uleer near the pylorus. Benign ulcer (1926). Mass head of pancreas and 
; large ulcer just above pylorus 
— malignancy seems certain 
(1927) operation. 
253091 Obstruction at the pylorus, Ulcer above the pylorus Enlarged liver, jaundice X- 
; probably ulcer. (1921). ray diagnosi arci of 
the stomach (1922). 
250411 None. Gastric ulcer (1920). Palpable mass — obvious car- 


cinoma (1922). 
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become our custom, to require several paraffin 
sections of various portions of these prepyloric 
ulcerations before the histological — is 
accepted. 

SUMMARY 


From a study of the literature and of the 
material available in this hospital, we believe 
that it is fair to state that benign chronic 
ulcerations occur commonly on the lesser curva- 
ture of the stomach above the pyloric canal, that 
occurrence in the canal is rare, and that when 
found in this region they frequently become 
malignant. If an organic lesion within the pre- 
pyloric area is demonstrated by x-ray examina- 
tion, the chances of its being malignant are 
about twelve to one, and we believe that these 
lesions should be removed whenever possible. 
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7 Sproull, J.: A discussion of the occurrence of benign ulcer 
on the greater curvature, Am. J. Roentgenol. 25: 464 


: Precancerous a of the alimentary tract. 
e Croonian lecture t. 2: 565 (Sept. 12) 1931. 
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9 Stone, R. S., and Ruggles, H. The diagnostic value: 
of prepyloric and pyloric Branch findings. Am. J. 
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STANDARDS FOR SURGICAL PATHOLOGISTS IN 
NEW YORK STATE 


-Some seventeen years ago a system was inaug- 
urated in New York State of issuing certificates of 
approval to those laboratories that conform to the 
minimum standards established by the Public 
Health Council. During the period that has en- 
sued, the quality of the bacteriological and serolog- 
ical work has greatly improved, standards have 
been gradually advanced, and the development of 
laboratory service throughout the state has been 
stimulated to a remarkable degree*. 

The effect of the system of approval is clearly 
evident, however, in the fact that in 1915 more 
than 32 per cent of the examinations were made in 
the Central Laboratory of the State Department of 
Health while in 1931 only approximately 13 per 
cent were made there. 

Hitherto, certificates of approval have covered only 
bacteriological and serological examinations but their 
scope is now to be broadened. 

The State Department of Health and the Public 
Health Council have done much to extend and to 
improve the quality of bacteriological service in 
public health laboratories throughout the State 
through a system of approval issued to such insti- 
tutions. The system of approval should be extended 
to include pathological laboratories and pathologists. 

The Public Health Council has established the 
following requirements for persons in charge of 
laboratories which receive approval (other than 
those which restrict their services to the sanitary 
examination of milk and water samples only): 

Preliminary qualifications. All directors of labora- 
tories, surgical pathologists and bacteriologists in 
charge of laboratories shall possess the integrity 
and ability to conduct a laboratory in which satis- 
factory standards of work can be maintained; direc- 
tors of laboratories and surgical pathologists shall 
be graduates of medicine of schools recognized by 
the regents of the University of the State of New 


*The Sanitary Code applies to New York State exclusive 
of the City of New York so that only a few laboratories 
in that city—those wishing to examine specimens for patients 
living outside of the city limits--have made application for 
_ @pproval by the State Commissioner of Health. 


York and licensed to practice medicine or eligible 
for examination for license to practice medicine in 
the State of New York; and bacteriologists in 
charge of laboratories shall possess the educational 
requirements for a doctorate degree in science, 
public health or medicine as prescribed by a uni- 
versity holding membership in the Association of 


‘American Universities. 


Director. The qualifications shall include an ade- 
quate knowledge of pathology and bacteriology and, 
subsequent to graduation, at least four years’ train- 
ing and experience in pathological and bacteriologi- 
cal work approved by the Public Health Council. 

Surgical pathologist. The qualifications shall in- 
clude an adequate knowledge of pathology and, 
subsequent to graduation, at least four years’ train- 
ing and experience in pathological work, approved 
by the Public Health Council, of which at least one 
year shall have been devoted to training and ex- 
perience in the diagnosis of neoplastic disease. 

Bacteriologist in charge. The qualifications shall 
include, subsequent to graduation, at least four 
years’ experience or training in pathology and bac- 
teriology or in bacteriology alone, approved by the 
Public Health Council—Bulletin of the American 
Society for the Control of Cancer. 


MORTALITY RATES 


Telegraphic returns from 85 cities with a total 
population of thirty-seven million for the week 
ending April 15, indicate a mortality rate of 11.1 as 
against a rate of 12.0 for the corresponding week 
of last year. The highest rate (18.4) appears for 
San Diego, Calif., and the lowest (5.5) for Long 
Beach, Calif. The highest infant mortality rate 
(19.8) appears for Duluth, Minn., and the lowest 
for Bridgeport, Conn., Dayton, O., Long Beach, Calif., 
Lowell, Mass., Lynn, Mass., Miami, Fla., New Bed- 
ford, Mass., Peoria, Ill., Schenectady, N. Y., and 
Spokane, Wash., which reported no infant mortality. 

The annual rate for 85 cities is 12.1 for the 
fifteen weeks of 1933 as against a rate of 12.6 for 
the corresponding period of the previous year.— 
Bureau of the Census. 
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PSOAS ABSCESS OF 


PYOGENIC ORIGIN* 


BY J. DELLINGER BARNEY, M.D.t 


—.. most psoas abscesses will be seen by 
the orthopedist or by the general surgeon, 
some cases so closely simulate cortical infections 
of the kidney or perinephric abscess that they 
will come under the observation of the urolo- 
gist. It being impossible in certain instances to 
make a preoperative diagnosis the urologist may 
find himself draining an abscess of the psoas 
muscle when he had no suspicion that this con- 
dition existed. : 

The following case was seen by the writer in, 
his own practice. It illustrates very well many 
of the points brought out in this article. 


Mr. T. D. C., a white, married American business 
man 30 years old, was referred to me on June 23, 
1930 by Dr. F. Van Niiys of Weston, Massachusetts. 

The patient’s family and past history were unim- 
portant. He had always been unusually vigorous and 
active in athletics. Habits excellent. 

In early June the patient had an attack of herpes 
zoster involving the entire left leg from hip to ankle. 
Some time after this he had a severe infection of the 
throat, said to be of streptococcal origin. This was 
accompanied by a high temperature and high leu- 
cocytosis. During these illnesses and his recovery 
from them the patient’s nervous and mental status 
was in the most unstable condition, and in an effort 
to find the cause of it he had been thoroughly and 
repeatedly examined by several of our best intern- 
on and neurologists. All examinations were neg- 
ative. 

A few days previous to my first visit to the pa- 
tient on June 23 he complained of severe abdominal 
pain, first in one region, then in another, but with- 
out any characteristic features. At one time defi 
nite spasm was detected over the right kidney re- 
gion but this soon disappeared. At this time the 
white count was 23,000. The urine, formerly neg- 
ative, showed a few white and red cells. 

Examination showed an apprehensive, nervous pa 
tient, well developed but thin, and evidently in great 
distress of mind and body. Abdominal examina- 
tion was unsatisfactory partly due to the patient’s 
excited and almost uncontrollable condition, partly 
due to the fact that he seemed to have marked ten- 
derness here, there ahd everywhere. No masses and 
neither kidney could be felt. There was no costo- 
Rectal examination was nega- 
tive. 

The patient was sent to the Phillips House and a 
cystoscopy together with a lumbar puncture was 
done the next day. The spinal fluid was negative 
in all respects. Cystoscopic study was also nega- 
tive. A bilateral pyelogram was done. The roent- 
genologist, Dr. George W. Holmes, reported as fol- 
lows: “The films taken with radiographic cathe- 
ters in position failed to show any evidence of stone. 
After injection the pelvis of the right kidney was 
quite well shown. It appeared to be normal in size 
and shape. The left kidney was distorted. The kid- 
ney appeared to be rotated so that the long diame- 
ter of the pelvis was in the antero-posterior plane. 


*Read at the meeting of the New England Surgical Society, 
at Hartford, Conn., October 1, 1932. 


Barn ief of Service, Urological Department, Massa- 


t 
chusetts General Hospital. For record and address of author 
see ‘“‘This Week's Issue,’’ page 1016. 


The calices were flattened. The examination was un- 
satisfactory on account of motion. (Patient was 
under ether.) The appearance could be due to an 
anatomical variation or to a mass in the kidney.” 

The temperature on entering the hospital was 
101.8° but fell to and remained at about 99° until 
operation. There were no chills. 

The urine contained at times a very slight trace 
of albumin, no sugar. The sediment showed an oc- 
casional white cell and several cellular and granular 
casts. Cultures of the urine from the right and 
left kidneys showed staphylococcus aureus and diph- 
theroids. 

The blood smear and hemoglobin were normal. 
The white count varied from about 18,000 to 22,500. 
Blood cultures were negative on two occasions. 
Blood nitrogen and blood sugar were normal. Blood 
pressure stayed at about 130/80. 


The patient was kept under close observation and 
was repeatedly examined from June 23 to July 3, 
the day of the operation. During this time he com- 
plained almost constantly of pain in the back or ab- 
domen. It would last for a few minutes or a few 
hours and would seem to shift about from place to 
place in a manner which was quite unexplainable. 
At times there was tenderness with some muscu- 
lar spasm here or there. But this also disappeared 
shortly. During the few days before operation the 
pain and tenderness seemed to become more con- 
stant and also seemed to localize themselves more 
and more in the left loin and costovertebral angle. 
At no time was there any nausea or vomiting. 


Two or three days before operation, and for the 
first time, it was noticed that the patient kept his 
left thigh flexed on his abdomen. During all this 
time, while it was obvious that the patient was real- 
ly sick and undoubtedly had an infection some 
where, it was impossible to arrive at any definite 
conclusion as to the source of his trouble. Dr, Wil- 
liam H. Smith was among others who saw the pa- 
tient during these days. He was inclined to a diag- 
nosis of cortical abscess of the kidney. I favored 
perinephric abscess. The patient’s condition, his 
symptoms and the negative cystoscopic findings 
would fit in with either diagnosis. Hindsight being 
better than foresight it would have been possible to 
have made a definite diagnosis of psoas abscess not 
only on the presence of flexion of the thigh, but on 
the obvious displacement and rotation not only of 
the left kidney but of the ureter as well. (Fig. I.) 
It may be said that there was no curvature of the 
spine and also that the outline of the psoas muscle 
was clear on both sides. These points will be dis- 
cussed later. Just before the operation an x-ray of 
the chest was taken. This showed negative lungs, 
a rather large heart and a normally placed diaphragm 
on both sides. On the left the excursions of the 
diaphragm were a little “jerky.” There was no 
evidence of subdiaphragmatic abscess. 


Operation was performed July 3, 1930 under gas- 
ether anesthesia. The preoperative diagnosis was 
perinephric abscess. An oblique incision was made in 
the left loin. Subcutaneous and perirenal fat ede- 
matous. The kidney was freed from its fatty cap- 
sule with no evidence anywhere of perirenal infec- 
tion. The kidney was decapsulated and the capsule. 
found to be thin and otherwise normal. The renal: 
cortex after decapsulation looked normal and showed 
no evidences of cortical abscesses. It was then ob- 
served that the posterior layer of peritoneum was 
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edematous, thickened and adherent to the psoas mus- 
cle. The latter was much enlarged, tense and more or 


less covered with fibrin and of a pale color in various 


places. This condition extended the entire length 
of the psoas muscle which could be seen or felt. An 
aspirating needle was then inserted into the depths 
of the muscle and after one or two trials a drachm 
or two of thin yellow pus was evacuated. A smear 
was made of this and showed several chains of 
streptococci. A subsequent culture showed Beta 
hemolytic streptococcus. 

At this point Dr. Edwin Cave, of our orthopedic 
service, who happened to be nearby, was called in 
consultation, the question being whether the psoas 
abscess was of tuberculous or pyogenic origin. It 
was decided that it had better be drained. Accord- 


FIGURE I. Bilateral pyelogram showing en the left a rota- 
tion of the kidney on its long axis with outward displacement 
of the upper tkird of the ureter. In the actual film the outlines 
of both psoas muscles are well shown, but the shadow of the 

psoas muscle is less distinct than on the right. There is 
no curvature of the spine. 


ingly it was incised in the direction of its fibres, 
whereupon about four ounces of thick, yellow, odor- 
less pus escaped. The cavity was found to admit two 
fingers for their full length in either direction. One 
rubber tube was placed to the bottom, another to 
the upper end of the abscess cavity. An empty Pen- 
rose wick was placed behind the kidney. The 
wound was closed in layers in the usual manner. 


The patient made a rapid and uninterrupted re 
covery from the operation and was discharged three 
weeks later. On the day of his discharge an x-ray 
ef the spine was taken. The joint spaces are pre- 
served. There is an indefinite small area of in- 
creased density in the upper left margin of the 
twelfth dorsal vertebra. The vetebrae are otherwise 
normal in density and outline. There is a small 
bulge in the tissues at the left margin of the twelfth 
dorsal and first lumbar vertebra. Dr. Holmes con- 
cluded that variations from the normai were so 
slight that they were probably of no pathological sig- 
nificance. 

I have seen the patient many times since opera- 
tion. He is in superb health, has indulged in vari- 


ous kinds of severe physical activity and has never 
had a symptom referable to his illness or operation. 
The x-ray findings of the day of discharge were ap- 
parently of no importance. 


When we think of psoas abscess we generally 
think simultaneously of Pott’s disease of the 
spine, or possibly of osteomyelitis of that struc- 
ture. The fact that psoas abscess of pyogenic 
origin and without any bony lesion, sometimes 
without demonstrable etiology, may occur is not 
generally recognized, and it is solely this type 
of abscess with which I am dealing. A careful 
review of the literature has disclosed only eight 
references to the condition and while the authors 
report or refer to one or more cases, the total 
number accurately described is only about twen- 
ty-two. This does not, however, include forty- 


‘two cases reported by Baer, Bennett and Nach- 


las’, but it is impossible to say, from their de- 
scription, just how many were of the type un- 
der discussion and just how many were of tu- 
berculous origin. In addition to those gath- 
ered from the literature the author has collected 
seven cases from the records of the Massachu- 
setts General Hospital, one of which forms the 
basis of this article. 

It will be seen, therefore, that the type of 
case under discussion is apparently uncommon. 
There is no doubt, however, that many more 
cases than those collected have occurred, but 
have not been considered worthy of record. As 
a matter of fact the chief interest in these cases 
lies first in the difficulty, often presented, of 
making an accurate diagnosis; secondly, in the 
sometimes undemonstrable etiology. 

The etiology of these cases varies widely. 
Those reported by Baer, Bennett and Nachlas 
arose from 


a. Suppurative myositis of the posterior ab- 
dominal wall resulting from metastatic in- 
fection or from infected hematoma. 

. Infections of solid viscera (i.e., kidney). 

5 Retroperitoneal infections originating in 
the hollow viscera or those produced by ex- 
tension from infection of the peritoneum. 

. Infections of the internal genitalia. 

. Pleural empyema. 

. Primary gangrene of the retroperitoneal 
fat as reported by Eliot’. 

. Retroperitoneal lymphadenitis which may 
go on unrecognized until it breaks down 
and invades the psoas sheath. 


In a paper by L. and L. D. Long? a case 
is reported without any known etiology. They 
give heed to the suggestion that these abscesses 
may be associated with infections extending 
downward from the perirenal area, but they 
consider that psoas abscesses generally arise 
from hematogenous or lymphogenous infection 
from foci somewhere in the body following aa 
and indefinite local trauma. 


VOL. 208 
NO. 19 


NEW ENGLAND SURGICAL SOCIETY—BARNEY 


979 


Tyler* reports a case which followed what 
appeared to be only a severe cold. 

Pigeon and Bernasconi* had a ease compli- 
cating hydatid cyst of the psoas muscle. 

Rocher and Malaplate® could find no demon- 
strable cause of the abscess in their patient. 

A gangrenous appendix gave rise to the case 
reported by Nieweg*. 

In the discussion of a paper by Long’ men- 
tion was made of one case in which the primary 
infection was a boil; in several others it was 
claimed that an ischiorectal abscess was the 
exciting factor. 

McKenna® ascribed the cause of the abscess 
in his case to an attack of grippe. 

Of the seven cases at the Massachusetts Gen- 
eral Hospital no etiology could be discovered in 
three. Of three others one had had a severe 
old, one a large boil on the lip, and one a 
protracted infection of the scalp. In the sev- 
enth case, that which forms the basis of this 
paper, there was a history of herpes zoster af- 
fecting the left leg from hip to ankle, this be- 
ing followed by a streptococcus infection of the 
throat. 

It will thus be seen that the etiological fac- 
tors are extraordinarily varied and often ob- 
scure. 


As these abscesses are of pyogenic origin it is 
natural that we should find most of the pyogenic 
organisms represented. In eleven cases it is 
found that Staphylococci (generally Aureus) 
were present; B. Coli and Streptococci were 
each found in three cases; a combination of 
Staphylococci and Streptococci occurred in one 
instance. In addition to these Pneumococcus is 
mentioned in the cases reported by Baer, Ben- 
nett and Nachlas. 


While both sexes are affected, the male seems 
to be more frequently attacked as I find that 


where the records so state there were fourteen 


males as compared with four females. All ages 
are similarly affected. In the cases reported, 
including those I have collected from the hos- 
pital, the patients varied from five. to fifty-five 
years. of age. Long, writing with some author- 
ity, believes that the disease is most likely to 
attack young boys. — 

In the classical case, or that which is com- 
plete in all particulars, there seems to be a 
definite symptom-complex. This consists of se- 
vere and increasing pain on the affected side, 
beginning in the loin or even the costovertebral 
angle and later extending down to the iliac 
fossa, groin, hip-joint or even into the thigh. 
Tenderness may be found over the same area 
and if found with pain in the costovertebral 
angle or in the iliac fossa, may well lead to the 
suspicion of a perinephric abscess, cortical ab- 
seess or carbuncle of the kidney; or if on the 
right side, to appendicitis of the high and retro- 


cecal variety. Other conditions which may: be 
mistaken for psoas abscess are arthritis of the 
hip, Pott’s disease of the spine, sacro-iliac dis- 
ease, trauma of the spine or hip, tuberculous hip 
disease, femoral hernia, neoplasm of the parts 
involved, abscess of the broad ligament, pelvic 
inflammatory disease or abscess of the-spleen. 

In addition to pain and tenderness there is 
evidence of sepsis, local or general, accompanied 
by a picket fence temperature, high leucocytosis, 
emaciation and weakness. Nausea has been 
noted in one or two cases but is certainly un- 
common. I have found no mention of vomiting. 
In those cases of long standing, and some may 
continue for weeks before any definite conclu- 
sion can be reached, there may be a tender mass 
generally toward the outer end of Poupart’s lig- 
ament. In most cases, however, this mass is not 
found either because it has not had time to 
develop or because of the thickness of the over- 
lying parts. Flexion of the thigh on the ab- 
domen is probably the most important factor in 
making a diagnosis of psoas abscess. While it 
will eventually develop in most cases, especially 
those of long standing, it may be conspicuous 
by its absence, thus adding confusion to an al- 
ready difficult diagnostic problem. Urinary 
symptoms are entirely absent; not only this 
but the urine itself is generally quite normal. 

Where suspicion focuses upon the kidney or 
the perinephric fat as the site of infection it 
might be supposed that a careful urologic study 
by eystoscope and x-ray would settle the ques- 
tion, but such is generally not the case. As I 
have said, the urine is usually normal chemi- 
cally, microscopically and bacteriologically. The 
kidney function may be unaffected and the 
pyelogram, intravenous or retrograde, gives no 
clue. At times, however, as in my case and 
one cited by McKenna, it will be found that the 
kidney and ureter are displaced to a greater or 
less degree by the deformity of the psoas mus- 
cle. While this is an important observation it 
might also occur, as indeed I have seen it, in . 
perinephric abscess or abscess of the spleen. 
Flat x-ray plates may show haziness or absence 
of the outline of the psoas muscle, but this is 
not necessarily diagnostic only of psoas abscess, 
as it may occur in perinephric abscess or even 
where there is no pathology at all. Attention 
has been ealled, first by Lipsett’®, later by Beer", 
not only to this point but also to the fact that 
in perinephric abscess the spine is apt to show 
a curvature with the convexity away from the 
affected side. As this same phenomenon has 
been observed in psoas abscess one is again con- 
fused by the similarity of findings. Bearing 
all these vague, varying and contradictory symp- 
toms and signs in mind, is it any wonder that 
the diagnosis of psoas abscess is often so diffi- 
cult ? 
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But even so one takes comfort from the fact 
that in most cases the truth will eventually as- 
sert itself by the development of some fairly 
definite sign or symptom such as flexion of the 
thigh or the development of a tender mass over 
Poupart’s ligament. While it is true that one 
would dislike very much to operate for a gangre- 
nous appendix, and this has been done in more 
than one case, the probability of this is almost 
nil. 


The treatment of psoas abscess lies, of course, 
in surgical drainage. This has been done through 
various incisions, some directly over Poupart’s 
ligament through a tumor mass, some through 
an oblique incision in the loin as in the approach 
to the kidney; in these cases the diagnosis be- 
tween perinephric and psoas abscess being un- 
certain. In any event the drainage should be 
wholly extraperitoneal and in the reported cases 
has been so except in one or two. In these the 
abdomen was opened in the expectation of find- 
ing a ruptured appendix. 

The prognosis of psoas abscess is good. Among 
the twenty-two cases reported by various au- 
thors and the forty-two described by Baer, Ben- 
nett and Nachlas (although it is impossible to 
say just how many of these were pyogenic in 
origin) only two deaths are recorded. In these 
two cases it is important to realize that the 
diagnosis was mistaken for appendicitis and an 
operation for that disease was done. In one 
case drainage of the supposed appendix abscess 


was attempted under local anesthesia. This was: 


followed by free drainage of pus, later by a 
fecal fistula. Death occurred on the tenth day 
from secondary hemorrhage. At autopsy a nor- 
mal appendix was disclosed. A pelvic abscess 
involving the right psoas muscle and draining 
intraperitoneally was found, there being noth- 
ing left of the muscle but its sheath. The abscess 
had eroded the vessels of the right side of the 
pelvis and those of the psoas muscle itself. In 
the second case, which also came to autopsy, 
there was found an abscess of the right psoas 
muscle extending up to the twelfth dorsal ver- 
tebra where there was a small abscess cavity 
that ‘had spread over the anterior surface of 
the body of the vertebra and had also involved 
the thoracic duct which was ruptured by it. 
Three other cases, each with autopsy, were 
found in the records of the Massachusetts Gen- 
eral Hospital. One occurred in the course of a 
streptococcus septicemia with involvement of 
many structures, the left psoas muscle in this 
case being ‘‘nothing but a sac of pus.’’ In an- 
other case psoas abscess had followed appen- 
dectomy complicated by general peritonitis. Here 
there was also found an extensive secondary per- 
inephrie abscess in which the psoas was involved. 
The third case was one of general septicemia. In 
this instance there was an abscess of both psoas 
muscles. That on the left had ruptured into 


the upper portion of the left thigh anteriorly. 
It is worth recording that in all three of these 
cases the retroperitoneal glands were normal. 

These autopsy records are cited at some 
length as they show what may eventually tran- 
Spire in a case of psoas abscess. There is little 
doubt, however, that if carefully studied, close- 
ly observed and properly treated, recovery from 
pyogenic psoas abscess, unless perhaps it be a 
part of a general septicemia, will be prompt and 
satisfactory. While it is probably true that there 
are some psoas abscesses which recover sponta- 
neously, there seems to be no proof of this. In 
fact without operation or autopsy it will be dif- 
ficult or even impossible to determine the pres- 
ence of this lesion and for this reason many 
other cases, recorded under this diagnosis in 
our hospital files, have been excluded from this 
paper. 


In conelusion I should like to emphasize the 
following points: 


1. A case of psoas abscess without bony lesion 
and due to Beta hemolytic streptococcus is re- 
ported. This abscess was preceded by an attack 
of herpes zoster affecting the entire leg, this 
being followed by a streptococcus infection of 
the throat. 


2. Although undoubtedly more common than 
we believe, the reported cases and titles in the 
literature are few. 


3. The etiology varies widely and is often never 
found. 


4. Most of the pyogenic organisms have been 
recovered from these abscesses. 


5. Both sexes, but particularly males, and all 
ages are affected. 


6. A typical symptom complex has been de- 
scribed, but this picture may vary greatly. Its 
outstanding features are sepsis, localized or gen- 
eral. Flexion of the thigh with or without a 
recently-formed tumor mass above Poupart’s lig- 
ment is generally observed especially in cases of 
long standing, but even these signs may be ab- 
sent. Urological examination is generally nega- 
tive but may show evidences of displacement of 
the kidney or ureter on the affected side. 


7. Differential diagnosis may be difficult or im- 
possible. It is most often mistaken for peri- 
nephric abscess or cortical infection of the kid- 
ney. It may, however, simulate a great variety 
of other lesions, both outside of and within the 
abdomen, among them being acute appendicitis. 


8. The treatment consists of thorough and 
prompt surgical drainage. 


9. The prognosis is extremely good when pro- 
per treatment is promptly given. Death may, 
however, intervene from general septicemia, or 
from hemorrhage resulting from erosion of 
large vessels in or adjacent to the abscess. 
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Discussion 


Dr. ArTHUR L. Cuurte, Boston, Mass.: I am 
sorry that I have nothing to suggest that would 
lead me to recognize a second case such as Dr. 
Barney has described. I have seen psoas ab- 
seesses on two occasions at least in which the 
question of renal origin had been raised but 
these bulged well back over the psoas and their 
recognition was easy. 

Within a few months I saw a man in very 
wretched condition who had a stone in his left 
kidney and a great tender swelling of his left 
side and thigh, extending down below Pou- 
part’s. Operation was not done and autopsy 
showed a great retroperitoneal abscess from a 
stone that had penetrated the kidney cortex and 
extended down on the surface of the psoas into 
the upper part of the thigh. This did not in- 
volve the psoas itself. 

The only suggestion that I can make in Dr. 
Barney’s case is that its origin was a small sup- 
purative lesion in a transverse process or some- 
thing of that sort: something lying deeper than 
the fascia on the anterior surface of the psoas. 
Certain types of perirenal abscess are, in my 
experience, very slow in developing and may in 
a way suggest a condition of this sort. In such 
of these as I have seen, I have on several oc- 
easions found a little pus up and behind the 
- kidney when I was about ready to give up the 
search. They were all anterior to the fascia 
covering the psoas. I shall try to remember the 
story of Dr. Barney’s patient and in the case 
of a supposed perirenal abscess that I cannot 
find to search the surface of the psoas for a bulg- 
ing point or a little crater. His report was a 
very interesting one. 


Dr. Rosert B. Oscoop, Boston, Mass.: I wish 
to say one word about Dr. Barney’s case, name- 
ly, a little unexplained area of density in one 
of the dorsal vertebrae which Dr. Holmes did 
not think was an important point. 

Osteomyelitis of the spine of quite low grade, 
is a fairly common condition. We have seen le- 


sions after all symptoms have disappeared, that 
have left almost unmistakable evidence of its 
having been a mild osteomyelitis which has 
formed an abscess presumably, which abscess 
has absorbed. 


I have seen cases in which the osteomyelitic 
focus finally became evident, the shadow in the 
x-ray and palpation suggesting abseess but 
which have never had to be opened. I think 
it is a very common condition and Dr. Morrison 
has been very much interested in this condition 
and has a series of plates which show small le- 
sions of osteomyelitis in the vertebrae which 
may explain certain pyogenic abscesses of the 
psoas muscle. 


Dr. Epwarp L. Youne, Jr., Boston, Mass.: 
Though this condition is uncommon, I think it 
is more common than many of us realize. I have 
been either fortunate or unfortunate enough to 
see several of these cases and I believe, as Dr. 
Barney has pointed out, that it is as much an 
orthopedic and general surgeon’s problem as 
it is a genito-urinary one. I do not believe that 
the exact etiology of this is important as the 
source of trouble may entirely disappear and 
leave a small or large psoas abscess as the whole 


picture. 

Dr. Osgood has just said that it may originate 
as a trivial osteomyelitis of the spine. I am 
sure it can originate in an appendix or a kid- 
ney. I believe it can originate from pelvic in- 
flammatory disease and I see no reason why it 
should not, like Topsy, ‘‘just grow’’. Of the six 
eases which I have operated on myself, I am 
sure that two originated in an appendix, one in 
a kidney, and I do not know how the other three 
started. It is interesting to me that psoas spasm 
is not a common symptom. The only common 
symptom that I have noted has been backache 
other than the general symptoms of sepsis. The 
only thing that I am sure of in the line of treat- 
ment is the need of adequate drainage and I 
think that can be a great deal more difficult 
than it sounds. Several operations may be nec- 
essary before reaching the end of the infection 
as it may travel along muscle planes and not 
only destroy the psoas muscle but extend up 
around the kidney and in one case that I had, 
down the wall of the pelvis and finally had to 
be drained through the lateral wall of the 
vagina. 

Because a stern chase is apt to be a losing 
one, I believe that conservative surgery is not 
indicated, that given a lead, every effort should 
be made to get to the end of the infected area. 
This is well illustrated by one case that Dr. 
Barney did not include in the hospital list. He 
came in for indefinite symptoms in the right 
lower quadrant. The resident did an appendec- 
tomy and told me the next morning that he was 
not sure that was the source of trouble. The 
patient got better, insisted on leaving the hos- 
pital, and was in ‘fairly good condition but we 
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were not satisfied. About three weeks later, he 
reappeared on the orthopedic service with a 
severe backache. I took him back and had to 
operate on him twice before we finally cleaned 
up the sepsis which had not only destroyed the 
psoas muscle but had extended up around the 
kidney. He left the hospital well but only after 
several weeks of drainage. 


I have a case now under my care nearly ready 
for discharge from the hospital. I went into 
all sources of etiology very carefully with her 
and I think she is one of the ‘‘Topsy’’ kind. 
Three months ago, without any symptoms sug- 
gesting trouble in the kidney, pelvis, or spine, 
she began to feel generally mean and reported 
to an orthopedic surgon first but as he found 
nothing, she was studied and the diagnosis of 
hypernephroma was made. At operation a large 
abscess involving the psoas muscle was opened 
and she is now getting well. I did with her 
what I believe has to be done with all of these 
cases, open it widely and pack it thoroughly 
with as much gauze as is necessary to fill the 
cavity and then during the next two or three 
weeks, you can spend your time, when you have 
nothing better to do, in pulling out what you 
put in. 


Dr. Ezra A. Jones, Manchester, N. H.: Five 
years ago a child four years old came onto the 
orthopedic service with a supposed hip joint 
infection. Motions were limited and the thigh 
was held in flexion. The x-ray revealed nothing 
in the hip and nothing in the spine. 

The next day there did develop a slight 
swelling and tenderness in the lower quadrant 
almost down to Poupart’s ligament. The case 
was referred to the surgical service and was 
diagnosed appendix and I witnessed the oper- 
ation. 

The abdomen was opened through an oblique 
incision and the appendix pulled up into view. 
It was absolutely normal. The peritoneum was 
then closed and an incision made extraperit- 
oneally and a small abscess was found just 


above Poupart’s ligament. Packing was insert- 
ed and this drained a small amount. At the end 
of three weeks it was healed entirely and there _ 
was no evidence of any trouble. Later the child 
was x-rayed and there was no evidence of any” 
bony involvement either in the spine or ilium. 
This was a primary psoas abscess een 


by any condition elsewhere. 


Dr. J. Dewuincer Barney: I wish to hasten 
to assure the general surgeons and orthopedic 
surgeons that the urologists are not attempting 
to invade their field, but it is one of the surgical 
conditions that sometimes’ happens to get into 
the wrong hands. It is just another illustra- 
tion of the need of being always on the alert on 
the part of all of us. 

In regard to Dr. Osgood’s remarks, I think 
that it is quite possible, barely possible, we will 
say, that in this particular case there was a 
low grade osteomyelitis, but very careful exam- 
ination of the patient both in regard to limita- 
tion of motion, or pain on motion, or localized 
pain, or localized tenderness in the spine, showed 
that it never existed. But I confess I can’t say 
that it isn’t a low grade osteomyelitis, but there 
was plenty of chance in this boy to have the in- 
fection which he did have from his herpes zoster 
and from his streptococcus psoas. 

(Slide.) This is the plate in this case. There 
is the left kidney. You will see the rotation on 
its long axis and flattening of the calices and 
pelvis and the outward displacement of the 
ureter. In the original film one can see the 
outline of both psoas muscles though there is a 
little haziness over a portion of the left psoas 
muscle which may or may not be due to the pus 
it contains. 7 

I have seen the same thing in perinephritic 
abscess, but I think that picture should have 
made us more on the alert for the possibility 
of psoas abscess. I came fairly near it when I 
said perinephritie abscess; but it is a helpful 
thing to pay attention to every deviation from 
normal in the x-ray. 


PREVENTIVE MENTAL MEDICINE AND HOW 
TO PROMOTE IT 


By Wiittam A. Bryan, M.D., Superintendent, 
Worcester State Hospital, Worcester, Mass. 


Mental disease is the most important public health 
problem that confronts the world today. It is im- 
portant from the economic point of view, and it is 
still more important from the humanitarian stand- 
point. 

The average daily population of the mental hos- 
pitals in the United States is 395,407 as against 
an average population of 331,359 in all other types 
of hospitals. The average percentage of occupied 
beds in mental hospitals is 95.4. The daily average 
of mental patients increased by 26,372 between 1928 
and 1929, compared with a decrease of 5,793 of all 
other hospital patients. There is a daily average 


of 324.6 persons per 100,000 population in mental 
hospitals and an average of only 192.1 in general 
hospitals. These statistics quoted from the Journal 
of the American Medical Association, give some in-_ 
dication of the size of the problem. | 
The mental hospital, like every other hospital, © 
has changed to a marked degree during the past 
two decades. Specialization has divided among the 
many the work that was formerly carried on by a 
few. All hospital organizations have increased in 
complexity and in expense. Does the increased ex- 
pense justify itself in greater efficiency, the criterion 
of efficiency being the discharge of patients back 
into the community? Are the mental hospitals of 
today, with their highly organized staffs, discharg- 
ing more patients? Are they keeping discharged 


patients out of the hospital longer? Are they short- 
(Continued on page 1002) 
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HE President, Dr. William G. Ricker, called 
the meeting to order at 11.00 o’clock. 
Present: Dr. George H. Bigelow, Dr. Rich- 
ard M. Smith, Dr. Frank T. Fulton, Dr. J. W. 
Leech, Dr. B. L. Bryant, Dr. T. W. Luce, Dr. 
D. E. Sullivan, Dr. R. B. Greenough, Dr. B. W. 
Paddock, Dr. H. G. Stetson, Dr. Julian A. 
Chase, Dr. Edwin A. Hyatt, Dr. Charles F. Dal- 
ton, Dr. H. L. Barnes, Dr. Philip W. Davis, 
Dr. Channing Frothingham, Dr. Thomas H. 
Lanman, Dr. Harry O. Chesley, Dr. George E. 
Young, Dr. D. W. Parker, Dr. George C. Wil- 
kins, Dr. A. W. Marsh, Dr. N. B. Van Etten, 
Dr. William G. Ricker and Dr. Walter P. 
Bowers. 
Dr. Bowers, Secretary-Treasurer of the Coun- 
cil submitted his report, and it was 
Voted: That the report of the last meeting 
of the Council be approved as printed. 


Dr. Bowers called attention to printed copies 
of the report’ of the last meeting, and it was 


Voted: That the report of the last meeting 
of the Council be approved as printed. 


Dr. Ricker: At the close of the meeting last 
October the Executive Committee met. It was 
known then that the report of the Committee on 
the Costs of Medical Care was forthcoming and 
it was decided that this meeting should be devot- 
ed to the discussion of medical economics. Af- 
ter the report was published the program began 
to crystallize itself. This report which presum- 
ably most of us, if not all, have read, wholly 
or in part, presents to us grounds for an honest 
differenee of opinion—I mean by that, an hon- 
est difference of opinion. I have felt that I at 
least was not capable of judging the merits of 
it alone. I also felt that it would be advan- 
tageous if this Council could go over the publica- 
tion, listen to the exposition of the report, dis- 
cuss it among ourselves and if possible try to 
arrive at some composite opinion so that we 
could be a unit in the way in which we are 
going to accept and act upon this report, if we 
ean, and if not, we will have to act independ- 
ently. 

I wish the discussion following these papers 
to be open, free and frank, that each man who 
has positive opinions will feel free to express 
himself and that those who do not agree with 
him will listen sympathetically. 

Dr. Ricnarp M. SmitH: Mr. President and 
Gentlemen—I propose to assume a certain 
amount of knowledge on your part about the 
formation of the Committee on the Costs of 


Medical Care and the facts procured in its study 
but I would like to mention matters in this con- 
nection. 


The Committee' was organized in 1927 after a 
considerable preliminary discussion of the de- 
sirability of the formation of such a Commit- 
tee. A year previously a group of individuals 
had met in Washington to discuss the sub- 
ject of medical economies and it was felt at 
that time that it would be desirable to have 
a careful study of the whole problem. There 
was appointed from this group a committee of 
five, of which Dr. Lewellys Barker of Baltimore 
was Chairman, to arrange for a study of medi- 
cal economics and appoint a committee to make 
the investigation. The Committee on the Costs 
of Medical Care as finally constituted consisted 
of fifty members, twenty-four of whom were 
physicians. In the selection of the members of 
the Committee there was a deliberate attempt 
to have all points of view represented. 


It should “be said at the beginning that the 
Committee did not start with any preconceived 
plan. The first four years were devoted to a 
careful study of the facts. There was during 
those years a deliberate and successful effort 
made not to arrive at any conclusions, but to 
assemble facts and get information from which 
it would be possible to deduce conclusions at a 
later date. This is important to remember be- 
eause there have been statements that the final 
conclusions were drawn before the facts were 
collected. This was not so. 

The facts brought together by the Committee 
have been published in twenty-seven studies. 
The summary volume, number twenty-seven. is 
by all means the most important contribution 
which the Committee has made and should be 


read by anyone interested in the subject of med- 


ical economics. It is essential to have these 
facts in mind for any intelligent consideration. 
The recommendations drawn from these facts 
will vary~according to the interpretation placed 
upon the facts. We should recognize what the 
Chairman has said that there may. be honest 
differences of opinion; that is inevitable and 
desirable, and so far as the Committee is con- 
cerned there is no desire to force any individual 
recommendation. Constructive thinking con- 


|eerning the facts as presented is essential. 


If one analyzes the minority report, carefully 
leaving aside certain personal statements one 
finds that any person who signed the majority 
report could sign the minority report also. 
There is no very sharp difference in the two re- 
ports except in emphasis. Such a difference in 
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emphasis is desirable because it is important to 
look at the matter from every angle. The mat- 
ters particularly emphasized in the minority re- 
port are all mentioned in the majority report. 

I should like to review very briefly some of the 
significant facts contained in the studies of the 
Committee. There are over 1,000,000 persons in 
this country who devote all or part of their time 
and earn their living by the delivery of med- 
ical services. About ten per cent of these per- 
sons are physicians. This represents a very dif- 
ferent condition from that which obtained years 
ago when a doctor was practically the only per- 
son who had to do with medical care. 

The facilities for medical care are distribut- 
ed very unevenly in various parts of the coun- 
try. If we take the distribution of physicians as 
an illustration (and we might take equally well 
other facilities such as dentists, nurses, hos- 
pitals, and so forth), there are about 780 indi- 
viduals per physician in this country. This is 
about twice as many physicians per unit of pop- 
ulation as obtains in other parts of the world. In 
South Carolina there is one physician for every 
1400 of the population, in California one for 
every 750. Within the individual states there 
is a still greater unevenness in distribution. The 
Commission on Medical Education reported that 
there were about 25,000 too many physicians in 
this country. This is probably true if we take 
only the amount of medical service now ren- 
dered, but would probably not be so if all the 
services needed were rendered to the population. 

The need for medical service is not dependent 
in any way upon the financial status of the in- 
dividual. There are some slight differences in 
the needs between the various economic groups, 
but these are so small as to be of no real sig- 
nificance. The amount of service received, how- 
ever, varies directly with the ability to pay. If 
we compare the lowest economic group with the 
highest we find a wide variation in the amount 
of medical care given. Even the group which 
receives the most service has only about 
85% of what is actually needed, measured 
against the medical needs as stated in the study 
made by Dr. Lee. 

The uneven distribution of medical service is 
further unfavorably modified by the fact that 
not all the service received is of equal quality. 
Medical care is not only deficient in quantity 
but in quality and there is a particular defi- 
ciency in preventive services of all kinds. This 
is true not only of the preventive services ren- 
dered by individual physicians, but is true also 
of the public health services. In rural areas 
where it is estimated that there ought to be 
spent two and a half dollars per capita for pub- 
lic health work the actual expenditure is about 
thirty-five cents. 

Turning now to the costs of medical care. If 
we take the year 1929, when the figures were 


$30.00 per capita or 4% of the income of the 


paid to private physicians; about $856,000,000 
to hospitals, $200,000,000 of which was for new 
construction, and $715,000,000 was spent for 
drugs, less than a third of this procured on 
order of the physician. If we divide the medi- 
eal dollar the distribution is as follows: physi- 
cians in private practice receive 30 cents, hos- 
pitals 23 cents, medicines 18 cents, dentists 12 
cents, nurses 5 cents, and the rest distributed 
in smaller amounts. 


An extensive study was made of family in- 
comes the results of which need not be enumer- 
ated except to call attention to the fact that 50% 
of the people in this country have incomes of 
less than $2,000 and only slightly more than 
10% have incomes above $5,000. Incomes are 
not distributed evenly over various parts of the 
country. We happen to live in a section where 
the annual incomes are much higher than in 
other districts. 

There is a marked unevenness in the distribu- 
tion of medical costs. The money is not actu- 
ally spent at so much per capita but is concen- 
trated in a few families in any,given year and 
this uneven distribution applies to all income 
groups. Hospitalization which indicates severe 
illness is responsible for about 50% of the med- 
ical bill. 

Physicians’ incomes have been studied from 
various angles and there is surprising agree- 
ment in the findings which indicate the average 
net income to be approximately $5,300, but this 
again is very unevenly distributed because a 
third of all physicians have a net income of 
less than $2,500. The greatest variation in the 
distribution of income is between the general 
practitioner and the specialist but there is also 
a wide variation depending upon the size of the 
community in which physicians practice. About 
40% of the gross income of ail physicians is 
used in overhead expenses. This figure is sur- 
prisingly uniform in all parts of the country. 
We have to realize that this overhead is paid 
out of collections, not out of charges, and in 
normal times collections average about 80% of 
charges. 


the fact that he is called upon to do a large 
amount of free work, not only to indigent indi- 
viduals who are private patients, but to those 
in the wards of general hospitals. It is estimat- 
ed that the services of physicians to hospitals 
determined on a moderate fee basis represent a 
contribution of $300,000,000. 

About 12% of all physicians in active prac- 
tice are paid on a salary basis. In general, the 
average is a little lower than the average of 
physicians in private practice but the range is 
much less. There are few men receiving amounts 
under $2,500 and very few receiving over 


collected, there was spent for all kinds of med- 
ical service $3,650,000,000 representing about 


$10,000. 
At the present time voluntary hospitals are 


country. Of this amount about a third was ~~ 


4 


The physician’s income is further reduced by .. 
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having an increasing difficulty in balancing their 
budgets. This is because of the fact that the 
standard of service must be maintained dt a 
high level and there is great difficulty in reduc- 
ing expenses because of this fact. Donations are 
falling off rapidly and it is not likely that they 
will be increased. With this there is an increas- 
ing demand for free beds. 

The shift from pay patients to part pay pa- 
tients and to free patients has gone on very 
rapidly in the last few years and the question 
has been seriously asked whether the present 
method of financing voluntary hospitals can con- 
tinue. 

Studies were made to determine what the cost 
of rendering complete medical care would be if 
the expense were distributed evenly. This is a 
situation which does not obtain and is not likely 
to obtain in the population as a whole, but there 
have been a sufficient number of successful ex- 
periments along this line to indicate the feasi- 
bility of such a plan for the delivery of ade- 
quate medical service and the approximate costs. 
The figures indicate that complete medical care 
may be rendered for between twenty and forty 
dollars per capita per year. 

After four years spent in the collecting and 
studying of data, a few of which I have given 
you, the Committee tried to offer some con- 
structive suggestions by means of which it be- 
lieved future developments might proceed in or- 
der to make a more effective distribution of 
medical service. 

In the first place, those who receive the serv- 
ice and those who render it should get together 
to work out some satisfactory plan. It is clear 
that none of the major problems of medical serv- 
ice can be solved by physicians alone. There 
are too many individuals and too many agencies 
involved. The problem is so complicated and 
differs so much in different parts of the coun- 
try that no plan proposed can be put into ef- 
fect on a nation-wide basis. It must be worked 
out to meet local needs. 

Any plan which is suggested should be evolu- 
tionary, not revolutionary in character. We 
ought to have the broadest sympathy toward ex- 
perimentation in this field and careful scrutiny 
of results in order that plans may be evaluated 
intelligently. 

Certain essentials were indicated by the Com- 
mittee which must be fulfilled by any plan which 
might be adopted in a community. 

The first and most important is that the qual- 
ity of medical service must be safeguarded and 
the essential personal relationship between physi- 
cian and patient must be preserved. 

Any plan must also provide for future de- 
velopment. It cannot be fixed but must be 
flexible. 

It should make possible the financing of medi- 
eal service on terms which are satisfactory to 


the persons paying the bill. It should emphasize 
the necessity for preventive measures not only 
in official public health work but in private 
practice. 

It is desirable that some method be devised 
whereby persons may be guided in the selection 
of competent physicians. 

Individuals or agencies who furnish medical 
service should receive adequate and assured pay- 
ment. 

With these fundamentals in mind the Commit- 
tee tried’ to outline what seemed to them a rea- 
sonable future development for medical care 
It ought to be said here, as is said in the re- 
port, that the Committee is not dogmatic in its 
recommendations; it does not think that any 
plan ought to be applied at once but only after 
eareful study and adaptation to the local situa- 
tion. 

Recommendation No. + has to do with coérdi- 
nation of medical service. There should be in 
every community a group, in which physicians 
should be the leaders, who are studying the 
problems of medical care. Such a group should 
study the facts before suggesting a plan and 
it is essential that the medical profession as- 
sume the leadership in this matter. 

Another recommendation had to do with the 
strengthening of public health services. At the 
present time these are not supported adequate- 
ly and there is lack of trained personnel. It 
is essential that individuals occupying positions 
in the public health service should have security 
of tenure free from political interference. 

The third recommendation had to do with 
medical education. This matter was not studied 
in detail by the Committee, but has such a di- 
rect bearing upon many other factors that it 
could not be entirely ignored. It is obvious 
that there must be a different method in the 
training of undergraduates, particularly in or- 
der that they may appreciate the importance 
of preventive measures and may have some un- 
derstanding of the social and economic aspects 
of medicine. There also must be provided ade- 
quate facilities for postgraduate instruction. 

Another recommendation of the Committee 
had to do with the delivery of medical services. 
Concerning this recommendation there was con- 
siderable difference of opinion. We ought to ap- 
proach the matter with open minds and try to 
arrive at conclusions which are best suited to 
the particular community in which we live. 


Perhaps someone will say, why do anything 
at all? We must recognize that there has been 
a tremendous change in medical practice in the 
last twenty-five years. This has been due to a 
variety of causes, partly to the very rapid 
growth of medical knowledge and partly to the 
more complicated organization of society. We 
are rapidly changing from an agricultural to 
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an industrial country and from a rural to an 
urban civilization. The Committee lists a good 
many matters which at the present time seem 
unsatisfactory. I do.not need to mention the 
entire list but one matter emerges which is of 
prime importance; namely, the relation between 
the general practitioner and the specialist. In 
the distribution of physicians throughout the 
country it is quite obvious that there has been 
a tremendous overgrowth of specialists. It is 
estimated that to deliver adequate medical care 
only 18% of the physicians need be specialists, 
but, as a matter of fact today, 45% of the physi- 
cians are either complete or partial specialists. 

Many general practitioners are isolated from 
contacts with hospitals, medical schools, and 
newer medical knowledge. It is true that a com- 
petent general practitioner can take care of 80 
to 85% of all illness, but he needs some of these 
contacts in order to keep him abreast of medi- 
cal knowledge. 

It is an interesting fact that in trying to 
think through this matter almost everyone who 
has given it serious consideration recognizes the 
importance of the hospital in our present medi- 
eal situation. Different groups have expressed 
themselves in different ways but they all ree- 
ognize that the hospital is the common meeting 
ground for the patient, the physician, and the 
community. 

If one studies the trends of medical develop- 
ment in this country, not locally but over wide 
areas, one sees the constant tendency of physi- 
cians toward the increasing hospitalization of 
their patients and the tendency for hospitals 
to open their doors for closer contact with physi- 
cians in practice. The hospital seems to stand 
at the present time as the agency in the com- 
munity around which future development can 
properly take place. Recognizing these facts 
the majority report recommends that further 
coordination between practicing physicians and 
hospitals be encouraged. As such development 
takes place the community must have an increas- 
ing interest and responsibility in its develop- 
ment. 

There is described in one chapter of the re- 
port a so-called comprehensive medical center. 
This chapter should be read in connection with 
the last sentence of the preceding chapter which 
states that the Committee submits this not as the 
plan but as a plan, one of many. It says defi- 
nitely that this plan cannot be applied all over 
the country in toto, but it does contain certain 
general elements which can be outlined in many 
communities. These plans ought to be studied 
and they are already in application in some 
parts of the country almost exactly as described 
in the report. 

The tendency toward the centralization of 
medical services around the hospital might 


eventually lead to the furnishing of compre- 
hensive medical care through an organized group 
with the hospital as its base. If such a group 
were developed the family physician would be 
the key-man in the situation. There would be 
free choice of the physician and there would be 
no disturbance of the personal relationship of 
the physician and patient. The physician’s work, 
however, would be integrated more carefully 
with the hospital service and his relationship 
to specialists would be better. It is almost sure- 
ly true also that the quality of service rendered 
eg be improved and maintained at a high 
eve 

There are other agencies in the community 
around which groups might be developed, as in- 
dustrial establishments and universities. Where 
the community in which such agencies are lo- 
cated is compact and relatively isolated such 
development would be desirable but in general 
they are not to be extended unless these condi- 
tions are fulfilled. 

There are many other groups which have 
been organized to render complete medical serv- 
ice which can only be condemned. They have 
grown up, however, because the public and the 
physicians have felt that they offered advan- 
tages, but in connection with them there have 
been many abuses and there is no question at 
all but that many of these group clinics render a 
poor quality of service. It is important for the 
medical profession to recognize that these clinics 
are going to increase and medical service is go- 
ing to suffer unless we can offer some construc- 
tive plan for improving medical care. We can- 
not prevent the development of undesirable 
clinics by condemning them alone. We must 
offer something better in their place. 


In the discussion of the subject of group 
clinics the minority report has, I think, rendered 
its greatest service. It has pointed out the dan- 
gers of poor group practice and we must bear 
these in mind. 

There are developments along the line of 
strengthening the hospital center which are tak- 
ing place rapidly in this country. Pay clinics 
are very well distributed and endorsed by al- 
most everyone who has studied them provided 
they are kept under medical control and that 
the physicians working in them have adequate 
compensation. 

The middle-rate hospital plan also has de- 
veloped along this same general line. It does 
not reduce the medical bill but it tends to unify 
the expense and makes the patient able to esti- 
mate in advance how much his bill is likely to 
be. It also has the advantage that it secures 
payment to the physician in instances where 
otherwise he would receive little or nothing. 

The movement for physicians to have their 
offices in hospitals is growing rapidly. 


| 
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The county medical societies may take an im- 
portant part in the development of better medi- 
cal service. The majority report does not set 
forth that this is likely to be an important de- 
velopment but the minority report sets forth 
that there is great possibility through this form 
of organization. In general, the Committee feels 
that it is desirable that medicine be more co- 
Operative and less competitive. This codpera- 
tion should be fostered within the medical pro- 
fession but we must also recognize that there 
are many other agencies in the community in- 
volved in the matter of medical care. We must 
be willing to work with them and furnish lead- 
ership. 

When we come to discuss the payment of 
medical care we are involved in a very compli- 
cated question. We may start out with the 
premise that a considerable proportion of the 
community finds it difficult and in many cases 
impossible to pay for adequate medical care. It 
is also true that many physicians are inadequate- 
ly paid for their services. 

So far as we are aware there are only three 
ways in which money can be secured to pay for 
medical care. 


1. From individual fees. 
2. By taxation. 
3. By periodic payment or insurance. 


This does not take into account voluntary con- 
tributions, but they are hardly to be considered 
on the same basis as those mentioned. 

The fee basis is a satisfactory method of pay- 
ment for people in the upper economic groups. 
It is also satisfactory for a large number of 
people in the middle economic groups for ordi- 
nary minor illnesses. This method of payment 
should and will continue but it does not provide 
for medical care for all the people. 


There are certain legitimate fields for the use 
of tax funds to pay for medical service. The 
care of the indigent is certainly one expense 
which should be paid for out of tax funds. At 
the present time the care of the indigent is 
- largely a charge upon the physicians and the 
hospitals. Certain chronic diseases which re- 
quire care in institutions, such as mental dis- 
eases and tuberculosis, may properly be sup- 
ported from tax funds. Tax funds should be 
used for the medical care of individuals in the 
public services. They should support government 
health agencies. In certain sections of rural 
Canada tax funds are used to provide medical 
care on a salary basis. Perhaps such extension 
might properly be used in this country. If you 
read the report of the Committee carefully you 
will see that they are definitely opposed to the 
use of tax funds for general medical care. In 
other words, they are opposed to state medi- 
cine. It is well to keep this in mind, as @ con- 


trary opinion has been expressed by certain in- 
dividuals. 

We come now to the question of periodic pay- 
ment or insurance. I obviously cannot discuss 
this in detail at the present time. It is a very 
complicated question. It is agreed by almost 
everyone who has studied the problem of pay- 
ment for medical service that the insurance prin- 
ciple is applicable in this field. The difficulty 
arises in the application of the principle. In 
general, the periodic payment plan attempts to 
distribute the expense over a number of people 
and over a period of time. May I remind you 
of the statement made by Simons and Sinai in 
their book on periodic payments in which they 
say, ‘‘He who says without qualification ‘I am 
against health insurance’ or ‘I am for health 
insurance’ is speaking out of great depths of 
ignorance or great heights of prejudice.’’ 


We may have voluntary or compulsory in- 
surance. Almost all other countries have com- 
pulsory insurance but almost all of them started 
with the voluntary insurance system first. 


After long deliberation and discussion the 
Committee finally recommended a trial of vol- 
untary insurance in the hope that we might de- 
velop a system which would prevent some of 
the undesirable features of the insurance sys- 
tems abroad. Not all the members of the Com- 
mittee agreed in this recommendation. Many 
of them felt that we should go at once to com- 
pulsory health insurance. There seems to be 
no doubt that the same social, political, and 
economic forces which have resulted in the es- 
tablishment of compulsory health insurance in 
other countries are at work in this country to- 
day and that we must be prepared for some form 
of insurance. It is essential that the medical 
profession be informed in this matter and that 
we guide the development of any plan which 
may be adopted. 


The essential for us as physicians is to adopt 
the right attitude toward the whole problem 
of medical economics. I hope that we are not 
going to take the attitude of the editor of the 
Journal of the American Medical Association. 
We are not going to solve the problem by call- | 
ing names and adopting a sarcastic attitude. 
This is an important problem which ought to 
receive careful and constructive deliberation. 
We ought to discuss. it without heat and with- 
out emotion but with intelligence recognizing 
that there will be differences of opinion as tz 
details, but that so far as essentials are con- 
cerned we ought to reach some reasonable agree- 
ment. I know that Dr. Van Etten and I do 
not differ very much in our points of view with 
reference to this whole situation. What we 
should all of us strive for is to secure better 
medical care and better methods of payment. 
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Dr. Ricker: Dr. Smith has given us a very| 
comprehensive review of the majority report. As: 


you all know a minority report was given. Dr. 
Van Etten was not here when I made the re- 
mark that there was an honest difference of opin- 
ion and plenty of room for sympathetic differ- 
ence of opinion. Dr. Van Etten represents the 
minority, was a signer of the minority report, 
and we are very fortunate that he has been will- 
ing to come over and present his case. 


Dr. Van Erten: Mr. Chairman, Dr. Bowers 


and Gentlemen—Having researched for five. 


years, it seems to me it is appropriate at this 
time, especially before such an unusually rep- 
resentative group as this one, to attempt perhaps 
to make some suggestions for programs for the 
medical profession, definitive programs and com- 
prehensive programs. It is important, I feel, 
that we do attempt to carry forward, based upon 
what we have learned in this Committee, con- 
structive plans for the benefit not only of the 
medical profession, but for those whom we serve. 
Therefore, I have prepared a paper for this dis- 
tinguished group. 


CONSTRUCTIVE SUGGESTIONS FOR A MEDICAL PROGRAM* 
BY N. B. VAN ETTEN, M.D. 


URING the last five years we have been 

traveling at high tension. As the world 
grows daily smaller, time is speeding up at a 
rate incomprehensible to those who are trying to 
concentrate upon the best execution of their own 
particular work. Soviet Russia has been car- 
rying on a five-year program including State 
Medicine which has been highly praised by some 
personally conducted visiting Americans who 
are closely identified with the promotion of gov- 
ernmental medicine here. 

Five years ago the Committee on the Costs 
of Medical Care started its work and has at 
least one remarkable virtue in that it planned a 
five-year study and completed it in exactly five 
years. 

During the same period the Commission on 
Medical Education finished its work although 
it started in 1925. We have had a White House 


Conference upon Child Welfare—The Wicker- | 


sham Study—The President’s Committee on So- 
cial Trends and several other contemporary 
studies have been completed while the Commit- 
tee on the Grading of Nursing Schools has ex- 
tended its five-year plan for another year. The 
great American pastime of social research had 
a field day. 

Twenty-three thousand, two hundred and ten 
physicians have died in the last five years and 
a very few have retired, their places being 
taken by 27,370 new licentiates—-bringing the 
ratio of physician to people up to one physician 
to every 780 persons in the United States—an 
overcrowded profession. This is a higher ratio 
than that of any other civilized country—nearly 
four times the ratio of 1 to 2890 in Denmark 
where very adequate medical service is said to 
be maintained. 

LeFevre in the Saturday Evening Post 
writes :— 

‘¢ ‘There is something wrong with an educa- 
tional system when the most striking result of 


*Read before the New England Medical Council, February 15, 
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the expenditure of stupendous sums on it is 
that today it is hard to find anywhere in the 
United States first-class carpenters or first-class 
masons or first-class cabinetmakers under forty 
years of age who are American born. A white- 
collared America has educated itself out of first- 
class mechanics and craftsmen. 

‘““‘We turn out college graduates—dentists 
and doctors, lawyers and clerks, bond salesmen 
and advertising experts—far in excess of any 
possible demand. The American white collar 
is the most expensive article of wearing apparel 
in the history of humanity!’’ 

Far in excess of any possible demand nurses 
have been graduated at the rate of 25,000 a 
year ;—hospital beds have exceeded one million 
in number with 66 per cent occupancy :—our 
government has gone heavily into the practice 
of medicine in the care of veterans: pharmacies 
have degenerated into lunch counters: prohibi- 
tion has failed to prohibit: crooked finance, 
bootlegging, and banditry of all kinds have cre- 
ated a reign of terror. 

During five years we have passed through the 
sublimity of inflated elation only to be sunk 
into the depths of financial despair. 

Many of us are suffering if not in actual want 
and all have been forced to take an acute inter- 
est in economic problems affecting ourselves in 
the present and are alarmed about our individ- 
ual and collective futures. 

The professions are aroused as never before; 
the cohesive forces of common anxiety draw us 
into closer organized questionings. 

The data are before us and should be grate- 
fully received as a contribution to the great pool 
of knowledge of things as they are. It is im- 
portant for us to study the real social trends 
and implications of these findings and to em- 
ploy them in learning our own weaknesses and 
in the development of constructive programs, 
which shall lead us toward the establishment of 
a sound economic position. 

We have lived through three years of the most 
painful experience and many fear complete in- 
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solvency, which means dependence upon public 
charity and governmental regulation of the 
practice of medicine. Many are desperate 
enough to accept any new plan, however Uto- 
pian, that may be suggested by the library phi- 
losophers who know very little of the daily, prac- 
tical, priestly and confidential personal rela- 
tions of physician and patient. 

Many are in the mood to try anything so long 
as it is different and suggests an existence even 
if it carries the color of a dole. Modern wel- 
fare theorists are not satisfied to permit medi- 
eine to express itself, to grow in scientific 
strength and to continue to study human rela- 
tions in the interest of humanity for the pre- 
vention of disease, the salvage of the sick—and 
the prolongation of life. They are impatient of 
the slow evolution of our great scientific experi- 
ment in medical care and are seeking panaceas 
before the formulas are worked out. They have 
muddled the processes by failure of their stra- 
bismic vision to see beyond small hobbies or bu- 
reaucratic schemes and, failing to carry convic- 
tion by persuasive argument to a scientifically 
- educated group, have tried political compulsion, 
and the seduction of demoralizing bribery, 
through the lure of financial safety. 

The professions having been debased in sev- 
eral nations, they would spread their infection 
over all of the world. 

Has their time come or shall scientific medi- 
cine decline their leadership and show the way? 

Who shall control medical service? The tech- 
nocratic engineers, the racketeers, the govern- 
ment or the medical profession? Shall we sur- 
render to the engineers and become their cleri- 
eal assistants in sustaining the health of their 
social machinery? Shall we subscribe to the 
domination of great medical centers? Do we 
believe that these great masses of masonry will 
house generous hospitality and a spirit of help- 
ful codperation with the medical profession of 
their vicinity, or will they destroy local prac- 
tice by oppressive competition ? 

Will they be able to secure sufficient return 
for their luxurious accommodations to operate 
their big machines in financial security, or will 
they offer their facilities at figures so low that 
lacking governmental or enormous paternalistic 
endowment they will fall by their own weight? 
Will the spirit of engineering be able to in- 
cubate personal kindness, sympathy and in- 
dividuality in these great factories? ‘While 
even now the managers of these large plants 
seem to be busily adding columns of red figures 
they are still boosting bigness. 

Mass production carries much responsibility 
for our difficulties. The conflict of machines 
causes unemployment; the automobile fights 
the railroad ; the factory overpopulates the cities 
at the expense of the farm and failure to spread 
its operations over the year caused much sea- 


sonal unemployment. 
make many idle hands. 


Shall we continue to let the racketeer admin- 
ister the workman’s compensation operation with 
its insidious leading up to complete govern- 
mental compulsory health insurance? I fear 
that we shall never break their hold upon this 
form of sickness insurance unless the great la- 
bor organizations can be made to see that the 
disabled workman and industry as well as the 
physician are all getting a very raw deal. 

It is much easier to put laws on the statute 
books than to take them off, and, unfortunately, 
there seem to be weak and submissive physicians 
who support this racket by selling their own 
souls and by selling their patients to fee split- 
ting insurance agents. 

ile we contemplate this betrayal of our 
cherished medical ethies and this soiling of our 
Hippocratic oath, how can we view with com- 
plaisance the imposition upon America of any 
of the foreign health insurance schemes which 
have debased the worker and the doctor into con- 
spirators against the state in conniving at poor 
service and false certifications? 

Sixty years ago John Ruskin delivered a lec- 
ture on work in which he said: 

*‘So of doctors. They like fees no doubt,— 
ought to like them; yet if they are brave and 
well educated, the entire object of their lives 
is not fees. They, on the whole, desire to cure 
the sick; and, if they are good doctors, and the 
choice were fairly put to them would rather 
eure their patient, and lose their fee, than kill 
him, and get it. And so with all other brave 
and rightly trained men; their work is first, 
their fee second—very important always, but 
still second. 

‘‘But in every nation, as I said, there is a 
vast class who are ill-educated, cowardly, and 
more or less stupid. With these people, just as 
certainly the fee is first, and the work second, 
as with brave people the work is first and the 
fee second. And this is no small distinction. 
It is the whole distinction in a man; distinction 
between life and death in him, between Heaven 
and hell for him. 

‘*You eannot serve two masters, you must 
serve one or other. If your work is first with 
you, and your fee second, work is your master, 
and the lord of work, who is God. But if your 
fee is first with you and your work second, 
fee is your master, and the lord of fee, who is 
the Devil; and not only the Devil, but the low- 
est of devils—the ‘least erected fiend that fell’. 

‘‘So there you have it in brief terms; Work 
first—you are God’s servants; Fee first-—you 
are the fiend’s. And it makes a difference, now 
and ever, believe me, whether you serve Him 
who has on His vesture and thigh written, ‘King 
of Kings,’ and whose service is perfect free- 
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dom; or him on whose vesture and thigh the 
name is written, ‘Slave of Slaves’, and whose 
service is perfect slavery.”’ 

Shall the government control medical serv- 
ice? The health administrators, the hospital op- 
eratives, the guardians of the unemployable 
wards of the state, the tuberculous, the feeble- 
minded, the insane, the hopelessly crippled 
should have our warmest support and physi- 
cians should be trained to fill these places of 
public trust; but there the government should 
stop. 

The invasion into any phase of the private 
practice of medicine as has been done in the ex- 
tension of government hospital service to vet- 
erans suffering from non-service disability or in 
the restriction of the physician in the use of 
his best judgment in regard to the dosage of 
medicine is intolerable and should be continuous- 
ly opposed. 

Officers of the Public Health and private prac- 
titioners must often find themselves in need 
of mutual support in the care of those who re- 
quire institutional treatment or whose freedom 
to spread infection must be restrained. The 
responsibility should be first the private physi- 
cian’s and he must be trained to meet it. 

While no one can dispute the fact that con- 
trol of venereal disease is a public health prob- 
lem and must be conducted under governmental 
leadership, and that limited groups must be 
treated in wholesale fashion in public clinics, it 
is also a medical problem and everybody’s prob- 
lem and there are hardly any other sufferers 
from communicable diseases who are in greater 
need of personal care by personal physicians. 

Commissioner Parran’s program in New York 
State is, I believe, a sound one and already 
profitable. The State Health Department’s au- 
thorization to pay private physicians for treat- 
ing venereal disease has produced results. 

The State Department of Health in codpera- 
tion with the State Medical Society has carried 
education concerning the details of the program 
to every county society and many private physi- 
cians are treating venereal diseases with the 
same careful attention that they would give to 
any other communicable disease with emphasis 
upon the seriousness of the infection rather than 
upon the social implication. 

Public, impersonal, clinic group treatment 
cannot be ideal. Routine treatment is usually 
disinterested treatment. The physician’s office 
is the better place for education as to personal 
care, and as to responsibility toward all con- 
tacts. 

Concerning this special public health prob- 
lem no one will claim that the average family 
physician is possessed of as competent technique 
as the specialist who has concentrated years of 
study and practice upon this field, but disease 


is not concentrated within the radii of the spe- 
cialists. It is unfortunately active in the vil- 
lages and the farms and will go untreated unless 
the average physician is sensitive to the fact of 
ao and educates himself accord- 
ingly. | 

The medical profession is in the mood to co- 
Operate heartily and the younger men are in- 
fused with a spirit of service which is most prom- 
ising. 

The evident effect of education upon a more 
carefully selected medical student, leads us to 
desire still more serious efforts to limit the num- 
ber of licentiates and to desire changes in the 
content of medical education which shall include 
a greatly increased teaching of the problems of 
the public health and shall provide the private 
physician with sufficient education to carry out 
definite programs which shall be considered ade- 
quate for average patients. 

Shall the medical profession control its own 
field? The minority report objects to all forms 
of corporate group or contract practice under 
lay domination as operating a competitive busi- 
ness and commercializing medicine, through so- 
licitation of patients and lowering the quality of 
medical care by employing physicians of inferi- 
or ability, and operating in restraint of oppor- 
tunity against the other physicians of the com- 
munity. 

Groups composed of physicians only, in the 
sense of partnership association may have all 
the virtues of the highest type of medical effort 
and no one can object to them on moral grounds 
but as an aggregation of specialists, as they 
usually are, they can hardly be used to lower 
the costs of medical care to the patient and here 
again bigness is a liability in the sense that men 
in the lower grades of the group lose their indi- 
viduality and in slack times may be thrown out 
into individual practice to begin again with no 
patients and a loss of years of opportunity. 

The minority recognizes the practicability of 
centering medical service in small places where 
there are only one or two hospitals and where 
all of the reputable physicians of the communi- 
ty are permitted the use of the hospital facili- 
ties; this may be locally ideal, providing that 
the hospital does not enter the practice of med- 
icine as an institution but is merely a place for 
housing the facilities for the practical use of 
physicians. 

I personally believe in the feasibility of zon- 
ing a great city and serving these areas by small 
hospitals limiting this operation to the people 
who live in the district and also including all of 
the reputable physicians of the zone. 

I hold the personal belief that the open hos- 
pital offers a solution of many problems of car- 
ing for many people whose incomes are too low 


to provide them with adequate medical care at 


home, permitting their own physicians to em- 
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ploy hospital facilities when they are needed 
without loss of the personal relationship of phy- 
sician to patient. 


Karly in January, I spent a day at the Buf- 
falo City Hospital, an institution which offers 
its eleven hundred beds to the citizens of Buf- 
falo with free or part pay or full pay according 
to the applicant’s financial ability to pay. It 
offers to every reputable physician in Buffalo 
the privilege of attending his own patients in 
the wards, medical, surgical or obstetrical; and 
permits him to charge a fee for his services pro- 
viding the patient is on a full pay basis. Twelve 
thousand bed patients are admitted annually, 
3000 of whom are sent in by physicians and 
25% of these are actually attended by them 
with or without fee. There are 1027 physicians 
in the city of Buffalo and one third or more of 
them exercise courtesy privileges in this hospital 
every year without confusion. 

The hospital is fully equipped for every serv- 
ice. Every patient, clinic or ward is examined 
by a credit officer as to ability to pay, as to rela- 
tion to an outside physician within five years, 
relation to a religious, welfare, or social organ- 
ization and to employment or to a responsible 
relative or friend. 

I sat for two hours beside the credit officer, 
from nine o’clock to eleven, and when I left 
the hospital after six o’clock in the evening 
there was still a line outside the office door. No 
one was turned away who really could not pay, 
many part payment arrangements were made 
and some who desired free services were disap- 
pointed because they declared ownership of prop- 
erty and had bank accounts. Much money was 
evidently saved to the taxpayers of Buffalo. 

Upon admission to a bed the last attending 
private physician is invariably notified and the 
tentative diagnosis sent him. 

On the discharge of the patient this physician 
is also notified and a discharge diagnosis sent 
‘him. 


Ten thousand people are on the hospital books 
in any average week. Bed admissions are 50 to 
60 daily. 

The hospital maintains an outside home serv- 
ice. Sixteen thousand original home visits were 
made last year. There were 900 obstetrical 
eases cared for in the hospital and 100 outside 
home cases. Six hundred cases of communica- 
ble diseases were cared for outside. The in- 
ternes are signed for three year service and are 
paid $600.00 per year. During the first three 
months they make home calls and send nurses 
for histories and start financial investigation. 
Nursing service goes hand in hand with medical 
service in these outside cases. 

The references to the hospital come from so- 
cial workers, charity organization societies, phy- 
sicians and the police department. There is a 


consistent effort to keep people out of the hos- 


pital and in their own homes. Normal obstetri- 
cal cases in the hospital are sent home at the 
end of one week. Internes and nurses make four 
or five house visits. The mother comes back by 
appointment for postpartum care and bri 

the baby at the same time to the well baby clinic. 
A prenatal clinic is also operated. 


At the outpatient clinic an average of 80 new 
eases daily are admitted. These must pass 
through a diagnostic clinic manned by seven 
men, who assign the patients to treatment clin- 
ics by appointment. The clinic is manned by 
senior internes all of whom are paid. Consult- 
ant clinics are held twice a week and treatment 
clinics every day. 

All new patients have a routine Wassermann 
and all are vaccinated routinely. All internes 
and R. N.’s live outside; only pupil nurses are | 
housed. The R. N.’s receive $1320.00. 

The hospital operates four branch dispensa- 

ries in distant city districts. These are first aid 
stations and refer patients to the hospital when 
necessary. 
The story of this hospital is detailed because I 
believe that it serves the taxpayers and the med- 
ical profession of Buffalo with unusual faithful- 
ness and satisfaction. It carefully avoids com- 
petition with the medical profession which it 
tries to help with its facilities in every possible 
way and it furnishes a concrete example of a 
broad principle of service to the poor with the 
potential inclusion of all qualified physicians. 

The minority report of the Committee on the 
Costs of Medical Care favors the development of 
constructive plans for medical care by the coun- 
ty societies. The county society is the unit of the 
medical organization of the American Medical 
Association. This unit is made up of individ- 
uals who are given every opportunity to express 
themselves in action untramelled by executive 
dictation from the top. The American Medical 
Association is thoroughly democratic in prin- 
ciple and action. No man rises except through 
the personal suffrage of all of the members. No 
one enjoys any special privilege; the thought of 
the individual members is the great controlling 
force of the destiny of medicine. 

All over the United States, county societies 
are actively dis i formulating and ad- 
ministering medical service plans of many 
kinds; this is as it should be. Something valu- 
able will be evolved in these laboratories and 
their representatives will convey their programs 
through the state societies to the national or- 
ganization. 

Iowa has been trying county plans for twenty- 
five years. Wisconsin and Michigan and most 
other states have plans which will furnish the 
fabric for a national uniformity when they 
have been sufficiently tried. 

Suffolk County on Long Island has worked 
out a most satisfactory model in which the 
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county society controls all of the health serv- 
ice of the county with great satisfaction to all 
of the citizens. It is a concrete illustration of 
the potentialities of any county society which 
may have the nerve to assert itself. 

Dr. William H. Ross, formerly President of 
the Medical Society of the State of New York 
and leader of the medical profession on Long 
Island, is largely responsible for the evolution 
of this plan which he describes as follows: 

‘*First of all we have in effect six medical cen- 
ters in six hospitals in this county, accommodat- 
ing the entire profession, since they are open 
hospitals. Each has an organized staff and con- 
trol of the quality of service. The fee system 
prevails instead of insurance. 

Taxation provides for the indigent. Physi- 
cians are paid for all their work in accordance 
with a standard fee list set up by the County 
Society and the Commissioner of Public Wel- 
fare and the Board of Health. 

The county has a Health Department. Its 
public health nursing has increased fivefold 
since the Health Department was established. 
The Health Department has several divisions 
under competent heads, a sanitary engineer, a 
laboratory, a veterinary division, milk produc- 
tion control, inspection of boarding homes, way- 
side eating places, swimming pools, camps, ma- 
ternity homes, and the practice of midwives; 
an orthopedic division ; a tuberculosis division ; 
—all under a Board of Health, the President of 
which and two of its members are physicians 
selected by the County Society. 


Clinies conducted by the local profession are 
carried on in orthopedics, well baby care, tuber- 
culosis, and cancer control. About two hundred 
clinies are held per year in this county. They 
are conducted by our own profession. They are 
diagnostic clinics. No treatment whatever is 
given. Cases are re-referred to family physi- 
cians. 

The indigent group is cared for by the fam- 
ily physician. Each doctor is paid for it at 
the rate of two dollars in the office, three dollars 
in the home, and all other services are paid for 
according to a standard fee list set up by the 
physicians and the Commissioner of Public Wel- 
fare and the Board of Health. The Economic 
Committee of the County Society acts as a board 
of arbitration with the consent of both the local 
profession and the county government in all 
disputed bills. 

All these services have been set up with the 
benefit of counsel of the State Department of 
Health and without any subsequent direction 
or dictation or participation in these services by 
the State Department of Health or any employee 
of it. There is in fact home rule in this county 
in all its health services. The cost of health 
service in this county is $1.16 per capita, in- 
cluding the maintenance of a tuberculosis san- 


atorium of one hundred beds, the taking of 
twelve hundred x-ray pictures of the thorax for 
diagnostic purposes, and three thousand physi- 
cal examinations in the tuberculosis clinics alone. 
The Suffolk County Medical Society has a plan 
approved of by public opinion, supported by the 
county government, and under the absolute lead- 
ership of medicine. Public health costs in this 
county $170,000.00 for 160,000 people. 

In regard to venereal disease control in Suf- 
folk County, there are no clinics and therefore, 
no publicity. The Health Department of Suf- 
folk County is the organization under which 
control of venereal disease is carried on. It 
does not treat any case. The work is in the 
hands of the entire profession in the county and 
the Health Department pays every physician 
for treating his own indigent venereal disease 
ease, two dollars for an office call and three dol- 
lars for a call at the home of the patient. If 
the case is hospitalized, the doctor is paid in 
the same way as under the Welfare Law by the 
Health Department. 

I wish you to note that this is an absolutely 
unique plan in the State of New York and, so 
far as I know, is not done elsewhere in the 
United States. The entire profession can control 
venereal disease and since they are paid for do- 
ing it, it is likely to be actually done. We have 
paid one doctor in Suffolk County a little more 
than five hundred dollars within a year for tak- 
ing care of his own indigent cases of venereal 
diseases in exactly the same way that he would 
take care of cases in the private practice of 
medicine. I believe that when medicine recog- 
nizes that there is something wrong with the 
distribution of medical services and that the so- 
lution of the problem should be placed upon the 
debtor, and that it is for the profession to solve, 
just then we will commence to work out a sound 
and sane policy under the leadership of medi- 
cine. The twenty-five years of work in Suffolk 
County is a striking illustration of what can be 
done. I believe that the Suffolk County plan 
is a fair solution with a prosperous profession 
exercising leadership, every health organization 
acting as an assistant, and with unanimous ap- 
proval of all the relationships of medicine by 
the profession itself. 

This is both a plan and a proved experi- 
ment; an extension of which to all rural or semi- 
rural counties and combined with a development 
such as the Buffalo Hospital operation answers 
many of the demands for improved medical serv- 
ice without insurance or the imposition of 
new bureaucratic controls, without increased 
taxation and without danger of such demorali- 
zation of the medical profession as now pre- 
vails in the compulsory sickness operation under 
workmen’s compensation laws. 

I have invited your attention to two plans 
that are now successfully working. 
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I do not care whether they support the ma- 
jority or the minority position, if they or oth- 
ers like them promote the effectiveness of medi- 
eal service and if their operation saves us from 
carrying additional’ loads of racketeering seek- 
ers after the special privileges of government 
employment. 

The majority report claims that the personal 
relation between physician and patient must be 
maintained and that the general practitioner is 
the most important cog in the medical machine 
and follows these statements with suggestions 
of many plans which merge this individual into 
groups where inevitably his personality would 
be lost. It might be an ideal. situation if the 
general practitioner could be raised into the 
commanding position in any kind of group in- 
tegrating all of the actions of the other mem- 
bers. But as he would probably be the lowest 
paid member in a group of specialists the plan 
seems unworkable. 

These many years the specialist has been en- 
joying the higher income brackets and the gen- 
eral practitioner has fed him to his own detri- 
ment. Just now in these very hard times the 
limited specialist is in relatively greater distress 
than the general practitioner, who is perfectly 
competent to care for 85% of the ills of man- 
kind. Many of our premature specialists who 
have burned their bridges behind them would 
be glad to have some patients of their own. 

Overspecialization in general will be cured 
by the special societies, and the present interest 
in the general man will perhaps help him into 
a better position. In a sense the general prac- 
titioner does not exist as he used to when he 
practiced both medicine and major surgery. Ex- 
cept in rural inaccessible regions no physician 
practices internal medicine and brain surgery, 
major eye or ear surgery or abdominal sections. 

I should like to see his name changed to fam- 
ily physician or personal physician or clinician, 
and I should like to see the medical schools take 
immediate steps to produce a high type of 
clinician and set the high mark at the status of 
an Osler or a Janeway. 

Let it be known that he who has exercised 
clinical experience long enough to acquire a 
deeper understanding of human nature and hu- 
man reactions will oceupy a place of increasing 
importance without the assumption of unusual 
skills in the execution of special techniques. 

Sound diagnosis is after all the most impor- 
tant field in medicine. 

Let us hope that the medical profession will 
take an aggressive stand for the control of med- 
ical service in the United States and that it will 
develop progressive plans for the delivery of the 
highest quality of medical care to all of our 
people, following spiritual rather than mechan- 


istic leadership. 
James Russell Lowell in his ‘‘Glance Behind 


the Curtain’’ many years ago wrote a message 
which is equally timely in 1933 :— 


The time is ripe, and rotten—ripe for change; 
Then let it come: I have not dread of what 
Is called for by the instinct of mankind; 

Nor think I that God’s world will fall apart 
Because we tear a parchment more or less. 
Truth is eternal, but her effluence, 

With endiess change, is fitted to the hour; 

Her mirror is turned forward to reflect 

The promise of the future, not the past. 

He who would win the name of truly great 
Must understand his own age and the next, 
And make the present ready to fulfill 

Its prophecy, and with the future merge 
Gently and peacefully, as wave with wave. 
The future works out great men’s purposes; 
The present is enough for common souls, 
Who, never looking forward, are indeed 
Mere clay, wherein the footprints of their age 
Are petrified forever; better those 

Who lead the blind old giant by the hand 
From out the pathless desert where he gropes, 
And set him onward in his darksome way. 

I do not fear to follow out the truth, 


Dr. CHANNING FROTHINGHAM: This subject 
under discussion is obviously a complicated one 
and the previous speakers have given you a re- 
view of the many problems involved. I feel a 
little guilty in confining what I am going to 
Say to a very small part of this whole subject, 
but perhaps it is worth while to concentrate on 
one particular point at least temporarily. 

It seems to me that one of the most important 
points in securing some relief from the mount- 
ing costs of medical care is to make sure that 
the medical service received by the public is 
always the best. For we all know that the best 
service of this type is the cheapest in the long 
run. The problem is, therefore, how to arrive 
at delivering the best service. 

In these various reports of the Committee on 
the Costs of Medical Care, and other bodies 
working on this subject, you frequently meet 
certain expressions which are used relative to 
medical care. I think that it is important for 
the medical profession to have a definite idea of 
just what those expressions mean, because some- 
times we are in the habit of accepting an ex- 
pression as if it referred to a pretty well-recog- 
nized thing when in reality many quite different 
things are referred to by the same expression. 
For instance, we hear the expression ‘‘group 
practice’’. I would be willing to guarantee if 
each one of you sat down and wrote out a de- 
scription of what you considered ‘‘group prac- 
tice’’ to be, there would be a great variety of 
definitions. We hear a lot about the specialist 
and where his place is in medical service, and 
I think it is exceedingly important to have a 
clear picture of just what a specialist should be 
and where he should fit in medical practice. 

Frequently the term general practitioner has 
been used, and on this point Dr. Van Etten has 
stolen a little of my thunder, because he has 
already explained that the old-fashioned general 
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practitioner does not exist, and should not, be- 
cause any one trying to do everything which 
medical diagnosis and treatment of’er would 
necessarily do much of it badly. Then we also 
hear a good deal about the personal relation be- 
tween the physician and patient and the value 
of periodic health examinations in descriptions 
of the best type of medical service. I shall 
spend a few moments, therefore, in trying to 
make clear what should be meant by these vari- 
ous expressions when they are used in programs 
for organization of the medical profession for 
rendering the best medical care to the public. 

I had planned to take up first what should be 
meant by the term general practitioner, but this 
has already been so well discussed that I will 
pass quickly over it. Of course, no one phy- 
sician is going to take out brain tumors, do 
Caesarean sections, handle mental cases, pass 
eatheters up into the kidneys, and be on call 
for general illness twenty-four hours in a day. 
It can’t be done. Therefore, what is needed in 
place of the general practitioner is some medical 
man who can size up the situation in a family, 
who can make a diagnosis and who ean treat in- 

telligently the usual illnesses. No man can do 
- that intelligently unless he knows something 
about the environment in which the patient lives. 
You can’t separate the physical from the fune- 
tional problems of an individual in many in- 
stances. What is needed, therefore, is a physi- 
cian who will make the final diagnosis putting 
together what he learns from using his own 
eyes, ears and fingers, and what is reported to 
him by those whom he has called in to make 
special studies that require special technical 
skill. This individual is also going to insti- 
tute treatment or else guide the patient to a 
specialist for treatment if this is indicated. On 
such a program much better diagnoses will be 
made and more intelligent treatment instituted 
than will occur if the patient tries to manage his 
own medical problems without a medical adviser 
who knows about his life as a whole. 

What is a specialist in medicine and where 
does he fit, in providing the best medical serv- 
ice to the public? A specialist should be one 
who by special training has learned how to em- 
ploy some complicated technique to help in mak- 
ing a diagnosis or one who has had special train- 
ing and experience in carrying out some dif- 
ficult or unusual form of treatment. The opin- 
ion of the specialist in regard to diagnosis should 
always be articulated with the views of the gen- 
eral medical adviser of the family. The special- 
ist should not be needed for diagnosis where 
special technical skill is unnecessary. Consider 
how many doctors in New England are today 
sending patients to nose and throat specialists 
to decide whether the tonsils should come out 
when the decision rests only upon inspection 
and the history. The added expense is not only 
unnecessary but also the judgment of the spe- 
cialist is often not so good as that of the man 


who sees the patient as a whole. Don’t let the 


general physician give way to the specialists and 


let them think, or let the public. think, that 
their judgment is any better than that of the 
general man. Many times it is not so sound. 

What is meant by the much used phrase ‘‘the 
personal relation between the patient and phy- 
sician?’’ There is bound to be a personal rela- 
tion if a history is taken and an examination 
made. It doesn’t seem to me we need to worry 
about that. The important point of this so- 
called personal relation is the stimulus it should 
have for the physician to see that he does his 
best for that particular individual. You can’t 
make me believe that you get as much stim- 
ulus out of seeing patients for a salary as you 
do out of seeing patients for individual fees. 
The realization that your next patient may very 
likely depend upon the success with which you 
handle the first patient gives a stimulus for good 
work which is lacking for those who work for a 
salary. It is this stimulus which I think is the 
main advantage derived from the so-called per- 
sonal relation. 

One hears the expression ‘‘ group practice’’ as 
though it signified one particular organization 
for rendering medical service. There are many 
kinds of group practice. The chief objection to 
group practice, I think, is in those groups which 
attempt to include enough physicians and sur- 
geons to diagnose and treat all conditions. On 
the other hand it is advantageous for physicians 
to group together who are doing the same type 
of work so that there will be time for vacations 
and study while still offering service to the pub- 
lic throughout the year. A group of internists 
may well add to that group specialists in x-ray 
and urological work or other features that re- 
quire special technical skill for diagnosis. Like- 
wise a group of surgeons or specialists may com- 
bine in order to offer special treatment. I feel, 
however, that a group which combines for all 
types of diagnosis and treatment offers the ob- 
jection of not giving the patient enough leeway 
in the choice of a particular physician for some 
particular form of treatment, but tends to make 
each one of the group naturally refer to others 
of the group irrespective of the problem. 

The value of the so-called periodic health ex- 
amination is not so simple .a problem as the ex- 
pression suggests. Many instances occur in the 
practice of a physician which show that this 
type of examination, especially if done by some 
institute adds to the expense of medical care, 
does the patient no actual good and may even 
cause mischief by the emotional effect upon the 
patient. A quotation from this book entitled 


‘‘How to Budget Health’’ by Evans Clark will 
perhaps illustrate what I mean: 


“In spite of the possibility that minor defects may 
be exaggerated in the above percentages,” the re- 
port states, “some very significant facts are revealed. 
For over a quarter of the men defective vision is 
still uncorrected, abnormal tonsils are affecting 
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nearly one-half of them and, by the Institute’s stand- 
ards (which may, perhaps, be unusually rigorous), 
one-third suffers from constipation. Serious’ heart 
condition was found in over six per cent of these 
men and considerable hardening of the arteries in 
nearly three per cent. Thirteen per cent had hem- 
orrhoids. Neurasthenia and ‘nervousness’ were found 
in seven per cent and eight per cent were abnormal 
_in their reflexes.” 


What is the practical importance of most of 
these defects which were found? My guess is 
that the mere presence of the tonsils was suffi- 
cient to call them diseased. This is based upon 
the pathological examination of so-called dis- 
eased tonsils as removed by competent laryn- 
gologists. If the patients were going along per- 
feetly well with these minor defects, why not 
let them remain? If there are hemorrhoids and 
the patient is not having any trouble, why wor- 
ry about them? If the eyestrain was causing 
no symptoms, why wear glasses? If the patients 
are neurasthenics, they will be more so after 
they get the report. If periodic health exam- 
inations are to be done they should be done by 
the physician who has some idea of the environ- 
ment in which the individual lives and how his 
mind works. 


If in talking about the organization for the 
best medical service for the public one uses these 
terms discussed above, it should be borne in mind 
that they mean different things to different peo- 
ple and it should be made clear just what mean- 
ing one has in mind when using these terms. 

Your secretary also suggested that I say a few 
words in regard to how the hospitals, small or 
large, in a community could help in supplying 
the best medical service to the public. I am es- 
pecially interested in how the hospitals which 
are not involved in undergraduate medical 
teaching can be used for this purpose, for in 
the future it seems to me that the hospitals con- 
nected with medical schools will devote their 
time more and more to charity cases, research 
and teaching, and less and less to the problem 
of medical service to the private patient of lim- 
ited or unlimited means. 

In many ways the hospital affords assistance 
in the organization for rendering medical serv- 
ice to the public. Perhaps the most important 
is the equipment it can offer to physicians to 
help them in diagnosis and treatment. Equip- 
ment nowadays for diagnosis and treatment is 
expensive and such equipment in a hospital is 
available not only to a small group or to an 
individual, but to a large number of physicians. 
This equipment can be available not only to phy- 
sicians who have their offices in the hospital ; but 
to the physicians practicing in the community. 
The tendency for hospitals to have offices for 
the physicians of the staff is a distinct step in 
advance toward efficiency on the part of the phy- 
sician and economy for the patient in time saved 
if nothing more. The change in the feeling on 
the part of the public about consulting a doctor 
whose office is in a hospital has been marked in 


the past few years. The hospitals may be a 
great factor, in helping to render the best med- 
ical service, by their activities in offering grad- 
uate instruction to the profession through 
clinics and other exercises. Keeping the prac- 
ticing physician abreast of the advances in di- 
agnosis and treatment is one of the most im- 
portant factors in the problem of medical serv- 
ice. In addition the hospital forms the center 
from which education of the public should ema- 
nate. By educating the public in regard to the 
interpretation of efficient medical service and 
how to organize for receiving it, a considerable 
saving will be made for the patients. 

The hospitals can organize their grouping of 

patients for diagnosis and treatment so as to 
render better service which will be more eco- 
nomical. The old idea of a medical service, a 
surgical service, and other special services to 
which patients are admitted by a guess from an 
admitting officer tends to reduplication, ineffi- 
ciency and extra expense. Five years ago if 
you walked up Huntington Avenue into the 
Brigham Hospital complaining of a stomach 
ache and were admitted to the surgical or med- 
ical ward you would have ten times more chance 
of having your appendix removed for chronic 
appendicitis if you were admitted to the surgi- 
cal service than if you were admitted to the 
medical service. Certainly something is wrong 
in this sort of organization. More progressive 
hospitals are now organizing a so-called diag- 
nostic service to which all patients are admit- 
ted and from which service they are guided in 
the proper direction for treatment. At work 
upon this diagnostic service of course are intern- 
ists, surgeons and specialists. It is hoped that 
in the future all hospitals will adopt this pro- 
gram. 
In one other way I think hospitals can add to 
economy and efficiency of service and that is to 
eliminate the special hospitals for some special 
branch of medicine or surgery. The duplication 
of administrative officers and of heating and 
lighting plants which this system offers is in 
itself bad. 

Much more undesirable is the lack of expen- 
sive equipment for proper general study in some 
special hospital or the incomplete use of it if the 
hospital is fortunate enough to afford its pur- 
chase. 

As time goes on it is obvious that the patient 
must be studied and treated as a whole and that, 
no matter what the diseased condition may ap- 
pear to be, a complete study should be made or 
at least opportunity easily available for such 
study. A complete equipment is essential for 
such work. Such equipment can be more easily 
and cheaply available for all, if the special hos- 
pitals are made a part of a general one. In 
this conception I include those hospitals for the 
mentally ill as well. 


Reassembled at 2:15. 
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Dr. Rosert B. GreenoveH: Mr. Chairman 
and Gentlemen—I regard the report of the Com- 
mittee on the Costs of Medical Care as a chal- 
lenge to the medical profession, and I believe 
it is a challenge that the medical profession 
should accept. 
that has developed on this matter, because I 
do not believe that the problem can be sulved 
without the best minds in the medical profes- 
sion giving it careful study and developing a 
plan or plans which can be given trial in dif- 
ferent parts of the country, in the hope of find- 
ing methods which will be effective in one or 
another of the many different situations. I 
doubt very much if any one plan will be suit- 
able for adoption all over the country. 


In a way I feel that the report of the Com- 
mittee, the majority report as well as the minor- 
ity report, can fairly be subjected to criticism. 
After listening this morning to the statement of 
Dr. Richard Smith in regard to the deliberations 
and conclusions of the Committee, I get a very 
different impression from that conveyed by the 
printed report. The statement made by the 
Chairman of the Committee that he made no 
apology for the fact that they were not unan- 
imous is, I think, to be regarded as unfortunate, 
because, whatever you may say, the point at 
which we must start in order to make uniform 
progress is the point where opinion ‘ts unani- 
mous. Strangely enough, as Dr. Smith has point- 
ed out and as any of us who read the report can 
make out for ourselves, if we are willing to take 
the trouble, there 1s a considerable degree of 
unanimity in the minds of the Committee. 


I think it is unfortunate that the majority re- 
port did not emphasize more strongly that their 
recommendations were distinctly tentative and 
experimental. I think the recommendation to 
which the minority especially takes exception is 
the strong recommendation of the principle of 
group practice, as a unit basis for further de- 
velopment. It is probable that some small sub- 
urban communities could adopt such an organi- 
zation and the experiment would be well worth 
watching. If one attempts to convert every ex- 
isting hospital into that sort of an organization, 
however, innumerable difficulties arise. 

I have tried to visualize the staff of a hos- 
pital like that of the Massachusetts General or- 
ganized on the group-practice basis. In order 
to keep the hospital beds full, a very large group 
of general practitioners would have to be at- 
tached to, and become financially dependent 
upon, the hospital. Their time, however, would 
be completely occupied by their duties in the 
community and their opportunity for close re- 
lation with the hospital would be little greater 
than at present. This group, furthermore, 


would be deprived of the discretion that they 
have at present in referring patients to any 
one of many different institutions, in accord- 
ance with their estimate of the resources of the 
hospital and its staff to deal with special and 


I deplore the heated argument} 


difficult eases. Such a situation would, I think, 
inevitably lead to a degree of competition so 
great as to place the practice of medicine com- 
pletely on a plane with the destructive competi- 
tive methods of modern business. 

There is no doubt that some modification of 
our present methods is sadly needed, and of 
course it is obvious iv everyone that if the med- 
ical profession does not suggest these modifica- 
tions they will be suggested for us. I think the 
physician must not look upon this problem sole- 
ly from his own point of view, vitally as it will 
affect him, but that the community welfare must 
be the first consideration. In spite of the efforts 
of some of the more sensational writers in the 
radical press, the medical profession still holds 
the respect and confidence of the community. 
The fact that such a plan as Dr. Ross has in- 
augurated in Suffolk County, Long Island, could 
be put into effect is one of the many illustrations 
of the readiness with which the community ac- 
cepts the advice of the medical profession. We 
all dread legislative control and of course the 
ultimate fear is of state medicine, but I, myself, 
confess to believe that if state medicine can 


be properly controlled by the medical profes- © 


sion it would be a very great aid in the solu- 
tion of this problem. Those of us who have 
been in army and navy service, I think will read- 
ily agree that state medicine does not supply 
what people want. Even under the disciplinary 
action of the service in war it is not entirely 
satisfactory, and when that disciplinary con- 
trol is removed, as in the case of the war vet- 
erans who are some of them parked on existing 
army and navy hospitals without disciplinary 
authority, it is almost intolerable. 


There are certain things that the medical pro- 
fession has learned in its years of experience in 
dealing with human beings and their ills which 
have seemed to them of vital importance, and it 
is quite right that those things should be empha- 
sized in any plan that may be developed. It is 
undoubtedly true that contract and codperative 
practice have been found to be dangerous. ‘“No 
man can serve two masters,’’ and the patient 
must always be the one who holds fhe single and 
entire interest of the medical practitioner. It is 
for the protection of the patient and not for the 
protection of the medical profession that the 
Code of Ethics under which we function has 
been established, a fact that is not always rec- 
ognized. 

So far as the insurance problem is concerned, 
I am very much concerned at the idea of com- 
pulsory insurance, and I do not see why some 
non-compulsory but voluntary insurance should 
not be developed to meet this need. If you can 
insure your house and automobile and your 
life, I see no reason why you should not in- 
sure yourself as regards hospital and medi- 
eal expenses; and it is chiefly, I think, due to the 
fact that people have not given that matter suffi- 
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cient study, or have not obtained as yet suffi- 
cient experience to be able to develop satisfac- 
tory actuarial data, that it is not a popular 
idea. The advantages, of course, of an insur- 
ance plan for meeting non-recurring costs are 
so definite that he who runs may read. 

One point I think is worth making, and that 
is that one reason the public does not get such 
satisfactory medical service as it should have, is 
not because they cannot get it, but because they 
do not want it. While such sums are being spent 
for patent medicines, over-the-counter prescrip- 
tions and cult practices, we cannot really be- 
lieve that the public of this country is ready as 
yet to accept the best of medical service. I be- 
lieve, however, that we should try to supply 
that service so far as it is reasonably possible 
to do so. So the question of the education of 
the public comes into the problem to a very 
much greater extent than would be perhaps sug- 
gested by this report. 

And again, in relation to the quality of serv- 
ice. Both reports stress the need of maintaining 
the quality of the service. I think one could 
fairly go farther and say there is great need of 
improving the service, because medical science 
advances so rapidly that the man who comes 
out from the medical school and is not given the 
opportunity, or forced to take the opportuni- 
ty, to keep himself posted rapidly falls behind. 
Under these circumstances we talk a great deal 
about postgraduate instruction; but postgradu- 
ate instruction as it is now provided is quite 
inadequate to reach a very large percentage of 
the men who need it most. On the other hand, 
there can undoubtedly be great improvement 
in this direction, and we hope to see improve- 
ment in that respect in this, as in other states. 
To meet this difficulty there is a very definite 
place where the physician who is obliged to prac- 
tice on his own ean be given help. That help can 
be either (a) in the form of material aids in diag- 
nosis such as can be provided by hospitals, or 
(b) a consultative service which would not oth- 
erwise be obtainable. This is one aspect of the 
development of public health service which has 
interested me very much. Already many aids 
to the practicing physician are supplied by 
State and City Health Departments and grate- 
fully accepted by the medical profession. The 
further extension of these activities, under the 
eontrol of the medical profession rather than 
that of the legislature or any other body, seems 
to me a reasonable way of meeting the difficulty 
which now exists. It is for that reason I think 
that the development of such clinics as our can- 
eer clinics in Massachusetts is a distinct advan- 
tage to the general practitioner. It makes con- 
sultation easy for him and inexpensive or prac- 
tically gratuitous to his patients. For patients 
who do not need that the service should be given 
free, it is of course quite unnecessary; but the 
majority of cases in which the physician has 
difficulty in providing special laboratory diag- 


nostic methods and consultative service are in- 
digent patients. I see no reason why State 
hospitals already in existence should not offer 
this sort of service to the general practitioner 
in order to increase the efficiency of his service 
to the community. 

As I have said already, I believe this whole 
problem is a challenge to the medical profes- 
sion and I hope that we will take it up. I would 
like to have the profession take it up to the ex- 
tent of appointing committees from the county 
medical societies and the state medical societies 
to investigate conditions locally, and more gen- 
erally over the State, to obtain reports and put 
those reports in regard to the success or failure 
of different new forms of medical practice be- 
fore the profession. I am concerned at the 
thought of any departure from the present plan 
which does not give due consideration to the 
Code of Ethics under which medicine has car- 
ried on for many years. I believe that is an 
= to the public that should not be lost to 
them. 


Dr. Greorce H. Bicgetow: Mr. Chairman and 
Gentlemen—The subject that has been assigned 
to me is difficult to answer categorically because 
I think the sincere public health officer has a 
perfect alibi in the apparent duality of his 
position, one to the public he is employed to © 
serve and the other to the medical profession 
of which he hopes to remain a member. It is 
too bad that the interests of the two so often 
appear to come in conflict. Of course, funda- 
mentally they are the same. 


I used to think the responsibility of the pub- 
lie health officer was to do whatever he could 
to keep the well well and that his interest in 
the sick was entirely secondary, only as they 
might make the well sick. But anything sim- 
ple enough for me to remember, I find is al- 
ways inaccurate. But that did give something 
to start with; it allowed me to rationalize in- 
terest in medical service to communicable dis- 
ease, and it let in sanitation. Then as the world 
advanced, the whole mess of personal hygiene 
came in, in which there is probably the great- 
est opportunity for progress in the health of 
the public but in which also there is a lot of 
bunk. It started with child hygiene and the 
education of the public in all the problems of 
defect correction, which opened up clinical fields 
more complex and broad than any met in com- 
municable disease control... . 


The kind and degree of venture into clinical 
fields have largely been determined by the in- 
terests of the moment and lack of resources. 
In our State it is care of crippled children, in 
another, tonsil clinics, still others give service 
to cancer, infantile paralysis, infant feeding, 
or what you will. Service is lacking, the gov- 
ernment is easy, and the health department is 
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more or less medically sophisticated. So let 
them do it. 

In the plans discussed under the costs of medi- 
eal care it seems to me the health officers would 
be relieved of much of the cause of irritation 
between them and the medical profession. In 
such things as the periodic examination of the 
supposedly well, the correction of defects, the 
administration of various immunizing agents, 
the early detection of tuberculosis and venereal 
diseases, the organized services under discussion 
would take all this away from the direct ad- 
ministration of the health officer, and that would 
leave him free to attend to his knitting,—and 
he has plenty of knitting, in the fields of sani- 
tation, laboratory service, epidemiology, vital 
statistics, and health education. That, it seems 
to me, would do away with a good many of the 
difficulties between the health officer and the 
profession, and there is such need of it. 

I want to speak a word as to conscious local 
planning. Before 1929 we could afford the 
luxury of stupid expenditures. Now we can- 
not. Yet the other day a group came and wanted 
to start a new private tuberculosis sanitarium 
in Massachusetts. There is no need or place 
for it now. We tried to tell them that they 
should go into heart disease for children, but 
they wanted tuberculosis and would have it. 
If some group could authoritatively show them 
the light, it would be a step in the right direc- 
tion. 

I think it is not surprising that there is a 
hesitaney on the part of organized medical pro- 
fessions to take the lead. I was talking with a 
lawyer about a needed reform in legal practice 
and he said that would never come out of the 


Bar Association; needed reform, he felt, would | . 


come only if there was an irresistible urge on 
the part of the people. And I am not, sure but 
that is true of any large professional problem. 
I think it is perhaps from the outside that lead- 
ership must come in this matter, but if that is 
so it is to be very much regretted. 

In answer to the particular problem of where 
and how official and voluntary health organiza- 
tions may come in and assist in this matter, it 
would seem to me that they should come into 
the field, as indicated, leaving to the thought- 
fully organized and medically directed groups 
the clinical administration of the service. The 
proper intelligent use of such service should be 
enormously increased through educational effort 
by all health organizations, public and private. 


At the request of the President, the Secretary 
read the following letters from Dr. Clark and 
Dr. Blumer. 


‘‘If the matter is discussed before the Coun- 
cil, I strongly urge that the Committee specific- 
ally stated that it believed that medical service 


to employes should be merely diagnostic and — 
preventive, not curative, and that with the ex- 
ception of industrial accidents, the industrial 
physician should have no responsibility outside 
of the walls of the factory. 

‘As I have previously stated, my belief is 
that ali work outside the factory can much 
better be taken care of by the physicians and hos- 
pitals of the community, and only those things 
which have been outlined should be taken care of 
by the industrial physician whose chief effort 
should be made to preserve a healthy working 
community and to prevent the development of 
industrial disease. It is only in cases where 


there is no outside medical service, in factories‘ 


isolated from the general community, that it 
may be necessary for the industrial physicians 
to take care of the employes as well as their fam- 
ilies in their homes.”’ W. Irvine CLARK. 


**T find that there are just two things in the 
report on the Costs of Medical Care that I will 
comment on because I know you will have a lot 
of discussion. 

**(1) It seems to me that the Majority Re- 
port underestimated the responsibility of the 
public for the existing situation and overesti- 
mated the responsibility of the medical profes- 
sion. Those of us who have practiced medicine 
know very well that there is a considerable pro- 
portion of the public who are not interested in 
expert medical care. _The Majority Report of the 
Commission reco fact on Page 1. 
What proportion of the public does this indiffer- 
ent or antagonistic group represent? I know of 
no way of answering this accurately. Never- 
theless, the fact that the public spends over for- 
ty per cent as much for cultists and patent med- 
icines as it does for regular practitioners gives 
us some idea of the situation. Of course it would 
not be fair to assume from these figures that 
over forty per cent of the public are indifferent 
or antagonistic to the regular medical profes- 
sion because some people buy patent medicines 
on account of their being cheaper than calling 


the physician, and some people patronize both » 


physicians and cultists. However, discounting 
all this I should think it would be fair to as- 
sume that in all probability one-fourth of the 
population is antagonistic or indifferent to what 
the Commission on the Costs of Medical Care 
would regard as satisfactory medical care. This 
means that one of the most difficult things which 
faces those who are interested in providing the 
public with adequate medical care is the edu- 
cation of possibly one-fourth of the people up 
to the point where they really desire adequate 
medical care. I suspect that this will take cen- 
turies, and I am afraid I am pessimistic enough 
to believe that it will never be accomplished 
unless by some extraordinary means human in- 
— is raised very much above its present 
lev 
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‘*(2) I want to express my dissatisfaction 
with a point of view which the Commission takes 
and which I may illustrate by quoting from the 
first sentence of Chapter 3: ‘There is a grow- 
ing conviction that social evolution may be 
guided wisely and that it is statesmanlike to for- 
mulate the objectives of such evolution.’ If you 
will permit me to use the language of the street 
this is the purest boloney. The social sciences 
are no more sciences than medicine is a science, 
and have not been accumulating facts for a 
twentieth of the time that medicine has been ac- 
cumulating facts. The idea that any man, or 
any body of men, possesses the knowledge to en- 
able intelligent social planning is to me simply 
ludicrous. The most that we can do is to try 
very tentative experiments on a small scale, with 
the hope that we may strike a fruitful lead. 


‘*I wish that the Committee on the Costs of 
Medical Care had been satisfied to present pos- 
sible leads in the direction of meeting the situ- 
ation with the suggestion that they be tried out 
in a tentative way and on a small scale, instead 
of presenting a cut and dried plan which is sup- 
posed to be practicable all over the country. 


~ “T ean conceive of no plan more detrimental 
to the morale of the medical profession than 
that presented in Chapter 3 of the Majority 
Report. As outlined, the plan would result in 
medicine being put in control of politically ap- 
pointed boards of laymen. It is hardly neces- 
sary for me to comment either to you or the 
New England Medical Council on political meth- 
ods of running things. As I pointed out in my 
report to the New Haven Medical Association 
politically managed institutions are incompe- 


tently run, expensively run, and often corrupt-. 


ly run. Nor do I think that the group system is 
such a brilliant success that it is wise to recom- 
mend it all over the country. Where it has 
succeeded it has not been under political aus- 
pices and the success has been due, in my opin- 
ion, to the leadership of some unusually com- 
. petent and sagacious individual. 


‘‘There is one other aspect of the situation 
that the report does not discuss at all so far as 
I have made out, and that is the fact that it is 
never going to be possible to get medical men 
as a group who are all of equal competence. 
How does the Commission expect that medical 
diagnosis and medical treatment are ever going 
to be brought up to its own standards? I am 
not quarreling with this desire as an ideal, but 
as a practical situation. I have been connected 
with medical education more or less for pretty 
nearly forty years. During this period the 
standards of medical education have been per- 
sistently raised, but this has had no effect at all 
upon the native capacity of the students. When 
I came to New Haven our requirements for ad- 
mission were graduation from a recognized high 


school. Now they are at least three years of 
college. The faculty here find that among a 
class of fifty students which is selected from 
perhaps seven hundred applicants, there are 
roughly speaking from five to six per cent of 
superior men. The other ninety-four per cent 
are rather average individuals. I do not believe 
that the situation here is any different than it 
is in most medical schools. The law recognizes 
this fact in malpractice suits, where they re- 
quire not the best available treatment but the de- 
gree of capacity in diagnosis or treatment which 
is possessed by the average individual practic- 
ing the profession of medicine in that neighbor- 
hood. What I am getting at is this: that there 
is never going to be a time when physicians 
are capable of delivering 100 per cent compe- 
tent treatment or anywhere near it. Apparent- 
ly the Commission does not recognize this fact. 
I think it is a fact, and has a tremendous bear- 
ing on the relation of medicine to the public. 
‘I think therefore that the things that the 
Committee on the Costs of Medical Care should 
have recommended were (1) a campaign of edu- 
cation of the public to enlighten them on sci- 
entific medicine, including the limitations of 
scientific medicine; (2) a steady but persistent 
attempt to raise the quality of medical practi- 
tioners; and (3) the trying out on a small scale 
of new methods of adjusting medicine to the 
public needs, which would vary according to the 
locality or according to the mores of the place 
at which they were tried. I fully recognize, of 
course, the fact that the Committee did recom- 
mend some of these things; I am merely suggest- 
ing a change of emphasis.’’ Grorae BLUMER. 


Following the reading of the above letters the 
discussion was resumed. 


Dr. Ricker: I am going to take the liberty 
of asking for three-minute remarks from some 
of the men here. I will ask Dr. Leech, Secre- 
tary of the Medical Society of Rhode Island, to 
speak. 


Dr. LeEcH: I am glad to avail myself of the 
opportunity of attending this Council Meeting 
because it has brought me some new thoughts 
on the problem we are studying and thrown 
some new light on the subject, particularly on 
my reaction toward the majority report. Even 
after reading these confessions of faith of the 
majority and minority groups, I could not quite 
disabuse my mind of the thought that the medi- 
cal profession was being exploited by the emi- 
nent laymen and philanthropists and socially 
minded members of the Committee; but thanks 
to Dr. Smith’s very clear exposition of the two 
sides I do feel that the matter has been to my 
own mind clarified to a great extent. 
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Despite, however, Dr. Smith’s presentation, 
I am still not convinced of the practicability of 
the two main theses of the majority report, the 
group practice idea and the group payment, 
insurance, ete. It is difficult for me to see how 
this system is going to work without certain very 
unpleasant tendencies. If a young physician 
desiring to enter an established group does nut 
meet with the approval of the members of that 
group, for a great variety of reasons, he is not 
accepted, and he is put into the position of ped- 
dling his qualifications around to the next group, 
and the next, until finally he may get into a 
group which may suit his purposes or go into 
private practice, as we are doing now. There is 
also a question in my mind whether group prac- 
tice as we have seen it here in the United States 
has justified itself as being the most desirable 
method of treating human beings. It should be 
remembered that we are treating people and not 
diseases. 

Another point against it, it seems to me well 
worth considering, is the question of obtaining 
for the group a clientele. It is estimated that 
such a group would need a minimum of 10,000 
people in their clientele. How are they going 
to get them? It was suggested that they make 
contact with already organized groups. That 
means the medical group must circularize or 
perhaps advertise for, at any rate make contact 
with, groups which are established, such as the 
W. C. T. U., or perhaps—as Dr. Bigelow has re- 
ferred to—the Plumbers’ Union, to form the 
nucleus for their clientele. Assuming that you 
have more than one group in a community which 
of course is often true, you will have immediate- 
ly a possibility, and a very dangerous possibil- 
ity, of competition and commercializing in order 
to get a clientele for the group. That I think 
is a very dangerous feature. Certainly the phy- 
sicians haven’t the time, and the men in the 
group would not be the kind of men that could 
do it. It means that you must have some sort 
of general manager or organizer, and instead 
of reducing the cost of medical care, it would 
add the expense of a bureau to get the clientele. 


When you come to the matter of group pay- 
ment, we probably all feel that the indigent 
should be taken care of by the State. But for 
those who would come under the administrations 
of the group, some sort of insurance scheme is 
suggested. By the majority report the volun- 
tary system is suggested. This is a system 
which has always been tried first wherever 
health insurance has been used. In Europe it 
has always started with voluntary insurance, 
only to be discarded and make way for compul- 
sory insurance of some form. Just why the ma- 
jority of the Committee wishes us to try an 
already discarded method I cannot quite follow 
through. 

I have no suggestions as to how this thing can 
be straightened out, in fact, no more sugges- 


tions than the minority report has. That is one 
of the disappointments in reading the minority 
report. It has been very able in its criticisms, 
but has been woefully deficient in offering any- 
a of a constructive nature to solve the prob- 
em. 


Dr. Youna: I came here frankly opposed 
to the majority report of this commission. Since 
listening to the discussion, I find such a posi- 
tion unbecoming. The matter under discussion 
should be considered seriously and not passed 
by until we have acquainted ourselves thor- 
oughly with its subject matter in both the major- 
ity and minority reports. 

The general practitioner is a very definite in- 
dividual ; rather jealous of his position, whether 
we be discussing his patients, his fees or what 
not. The majority of the fellows I know, some 
of my best friends, are apt to oppose all pub- 
lic health matters, Commonwealth Fund activi- 
ties or any other group which has the appear- 
ance of interfering with their private practices. 
We are apt to look at any restrictive legislation 
as an individual rather than as a public-minded 
citizen. 

The practice of medicine is so interwoven with 
social and economic affairs that it is very neces- 
sary for such a group as ours, a representa- 
tive group of the New England States, to offer 
something definite to the public, including the 
general practitioner, that will help solve’ this 
problem. The simple fact that we are discussing 
the economics of medicine, I believe, will have 
a beneficial effect. 

Taking the matter to our own community, 
practicing medicine in a forty-bed hospital in 
a small town, our problems of the past five years 
have been to raise our standards. The first thing 
we tackled was the ordinary case history; an 
efficient one was hard to get. Our hospital is 
open, although it is privately owned, but we 
have found it necessary to agree upon very rigid 
qualifications, as I have said before, from the 
ease histories up. 

At any rate, I am quite sure the group in 
Maine, practitioners and institutions, is quite 
ready for economic suggestions and I think that 
the carrying out of such suggestions must be 
assumed by the institutions, large and small, in 
which the majority of doctors carry on their 
practice. 

It is interesting to note that a vast majority 
of patients are spending much more for medi- 
eal care before a definite diagnosis is made than 
is spent for diagnosis and after treatment. Our 
own investigation shows that the ordinary pa- 
tient is spending a large proportion of his money 
for medical treatment before a diagnosis is made 
and in some instances before the diagnosis is 
even attempted. 
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Dr. Datton: Mr. President, and Gentlemen 
—I have been quite intimately connected with 
this Committee on the Costs of Medical Care be- 
cause they summered in Burlington and I be- 
came quite well acquainted with the personnel 
of those conducting this study. I have some 
very good friends on the Committee; and I think 
I ought to try to bring myself into sympathy 
with the report of the Committee. Unfortunate- 
ly, after reading the book I found that I was 
very much confused, and I am still confused 
even though I think some of the things which 
were in my mind have been cleared up. I have 
been interested in hearing Dr. Smith’s exposi- 
tion of the majority report and it has brought 
some good points to my mind. However, I am 
afraid I am a little bit of a pessimist. I have 
been in public work sufficiently long so that 1 
have either seen or taken part in a number of 
surveys of various kinds. I have seen money 
spent for surveying this and that, and people 
employed in this and that other thing, and I 
have seen reports issued and newspaper pub- 
licity given to the reports, and I have heard 
them discussed, and I have finally seen them 
come down into the limbo of being put aside 
and nothing ever said about them any more in 
a matter of two or three years, or less. 

Whether this report is to have that disposi- 
tion I am not sure. I imagine, however, it is 
of stfficient importance so that it will at least 
create something which is needed. I have sev- 
eral differences of opinion with this report. In 
the first place, in reading it with its talk of 
group practice and hospital practice and all 
that sort of thing, it appears to me that those 
who make this report are thinking almost en- 
tirely in terms of large cities. We in northern 
New England especially are rural communities. 
The State of Vermont, for example, according 
to the standards of the United States Bureau of 
Standards, is 75% rural, and talk of group prac- 
tice or hospitalization does not help at all the 
man practicing in the small towns, where there 
are, say, two or three in a place. The whole 
story as I see it is that you are dealing with 
human nature and doctors are human just as 
other people and it is a very difficult thing to 
get two or three or five people together unless 
they are very carefully selected. I do not know 
how all these suggestions would apply to Ver- 
mont. We have talked this matter over among 
ourselves and we have tried to decide whether 
there is one place in the State of Vermont where 
this group practice could be put into operation, 
and thus far I have not found a single city or 
town where it would seem to be applicable. 

There is another thing which appeals to me 
in all this. A large number of the men in Ver- 
mont are general practitioners. This whole re- 
port appears to me to be predicated on the sup- 


position that the general practitioner is the one 
that must be educated and must be brought into 
line. It occurs to me that there is something 
to do with specialists as well as with the gen- 
eral practitioner. I have yet to see any Utopian 
scheme which can be put into effect without tak- 
ing into consideration the characteristics of the 
people and the characteristics of the men who 
are doing the practice. As someone has said, 
the only thing we can do is to educate the pub- 
lic. We must bring them up to the standard, 
and then finally the medical men must take the 
situation into their own hands for solution. 


Dr. Luce: You call for an honest personal 
opinion. I think my function here is to give 
you what I think is a concentrated idea of the 
opinion of myself and my colleagues. I have a 
fairly wide acquaintance in southern New 
Hampshire and southern Maine and I think I 
can honestly say that these reports, both the 
majority and minority, so far as my section 
goes, has just gone into that condition that Gro- 
ver Cleveland aptly termed innocuous desue- 
tude. Nobody is agitated, nobody is excited, no- 
body talks about it. So far as my personal idea 
goes, I have been prepared by reading the con- 
tributions in the medicai journals to believe that 
this report has divided the medical profession 
into two hostile camps, each having malice 
toward all and charity for none in the opposite 
eamp. I came up here today feeling that my 
respect and affection for our honorable Secre- 
tary might lead me to take off my coat in his 
personal defense here in this meeting. But this 
has all disappeared. This discussion is quite a 
different thing from that which is going on in 
the medical journals. These men are apparent- 
ly not mad at each other and both sides seem 
to be fair. I am going home with the opinion 
that I have been looking at a bogey man, a 
great, big, fearsome thing that doesn’t exist. 

It seems to me our medical organization as a 
whole can get together on this problem. I would 
be interested to see some of the plans tried. I 
don’t believe some of them would work in my 
section. I was interested in Dr. Van Etten’s re- 
port of the Suffolk County experiment. I would 
like to see it tried in other places. : 


Dr. Stetson: So far as I can make out, from 
the reports or from those who have taken part 
in the discussion, particularly Dr. Smith, it is 
expected by the Committee on the Costs of Med- 
ical Care that they are not to be followed out 
implicitly ; and it has been my feeling that this 
report offers certain things to be considered, and 
their anxiety to get opinions has been based on 
the desire to have the reports thoroughly dis- 
cussed and talked over. I don’t think it is pos- 
sible in a nation of 120,000,000 people to ac- 
cept a report in toto. As I listened to the dis- 
cussion this morning it seemed to me, as has 
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been said here, that the reports of the major- 
ity and minority are not so very far apart. 

_The two instanees which Dr. Van Etten has 
cited were just as the majority committee has 
said; they were instances or examples of how 
some of their recommendations could be carried 
out. A year and a half ago I had an opportu- 
nity of talking with Dr. Ross and he described 
to me what had been going on in Suffolk Coun- 
ty, exactly as Dr. Van Etten has said, and it 
was certainly a most interesting report. He 
thoroughly demonstrated to me what can be 
accomplished if physicians will get together and 
talk things over and unite in a straightforward 
and broadminded comprehensive sort of a way 
in accomplishing the things which the public 
needs. As has also been said by Dr. Bigelow, 
a certain group gets behind something which in 
itself perhaps is rather far-fetched and not 
broad, but which has in it the essence of some- 
thing that is of real importance and that the 
public does really want but does not know how 
to put into words or into action. 

It seems to me that if physicians can get to- 
gether and lead this procession and not follow 
it, direct it and not be taken by the nose and 
led into it, we can get very much farther, our 
standing is going to be very much greater and 
respect for us will be very much increased in 
the public mind. 


Dr. Van Erten: Gentlemen—lIt has been a 
rare privilege to come here before this group 
and talk this matter over. I am very much in- 
terested in some of the reactions that I haven’t 
had before. First, I think the statement that 
you have all read the report is most interesting. 
As I have said to Dr. Smith, I regret that the 
report was written, all of it, before all of the 
facts were summarized in what will soon appear 


in & small volume. I believe the report was 
written prematurely and entirely too hurriedly 


in spite of the time that has been taken to 


reach the results. Of course there are many ~* 


things in both reports that I agree with. I » ' 


don’t entirely agree with the presentation of the 
minority report. That, too, was written even 
more hurriedly and certain faults are perfectly 
evident to your reading. I want to say that it 
doesn’t make much difference where the source 
of this urge originates so long as we are suff- 
ciently irritated about these things to get our 
minds into action in formulating plans to meet 
the urge; and these plans as Dr. Bigelow has 
said should be started in small local groups. A 
few men should get behind a plan and try it 
out; every little place, every county society, 
should be a laboratory for the development of 
various parts of these schemes. What may be 
perfectly fine for Suffolk County might not work 
out in Vermont. At the same time, it might, and 
some parts of the Suffolk County plan might 
be tried and found to work to advantage. Dr. 
Greenough says the hospital plan probably 
would not work in the Massachusetts General. 
I was entirely of that opinion until I visited 
the Buffalo Hospital and found that their pro- 
cedure went on there without any friction at all 
and that hospital was run beautifully. I would 
advise Dr. Greenough to go out there, as I did, 
entirely at my own expense and my own initia- 
tive, and study it. I went to Buffalo to see 
whether it worked and I spent the day most 
profitably. There are certain things in the Buf- 
falo situation that can be applied to many hos- 
pitals, or perhaps most hospitals, even the big 
ones. 


Meeting adjourned at 3:45 P.M. 


PREVENTIVE MENTAL MEDICINE AND 
HOW TO PROMOTE IT 
(Continued from page 982) 
ening the hospital time of tie individual patient? 
Unless these questious can be answered in the af- 
firmative, it is questionable if the increased cost 
of modern mental hospital administration is justified. 
The mental hospital as an exclusive therapeutic 
agency is in my opinion rapidly coming to an end. 


* The modern state hospital must be prepared to 


accept the full responsibility for the mental health 
of the community it serves. It must be the foun- 
_ tainhead to which the people of the community will 
turn for guidance in their mental health problems, 
whether they are questions of delinquency, mental 
disorder or borderline states. In any adequate pro- 


gram of mental hygiene, therefore, the state hospital 
must play a prominent réle. And why not? Mil- 


lions of dollars are spent on equipment and per- 
sonnel. Why set up new institutions and organiza- 
tions to carry on this work when we already have 
going concerns? 

But the mental hospital must prepare itself to 
meet the demands that will be made upon it. It 
must recognize the responsibilities it faces and be 
alert to build up proper organizations to meet these 
responsibilities. In discussing the best way by 
which these responsibilities may be met, I propose 
to suggest five ways by -which the mental hospital 
can place itself in a better position to serve the 
community and to do constructive work in the pre- 
vention of mental disease. 

As I see the situation, the real functions of the 
mental hospital are psychiatry, medicine and sur- 
gery, teaching, research and community activity.— 
Welfare Bulletin. 
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DIAGNOSIS AND TREATMENT OF TRIGEMINAL NEURALGIA* 
BY ALBERT M. CRAM, M.D., BRIDGEWATERt 


RIGEMINAL neuralgia or tic douloureux is 

a chronic neuralgia characterized by acute 
epileptiform attacks of pain in the fifth cranial 
nerve. Neuralgia of the fifth nerve should be 
divided into minor and major. Those of the 
minor type caused by carious teeth, infection in 
a bony sinus in close proximity to some branch 
of the nerve, a tumor pressing on one of the 
branches, or the neuralgic pains following an at- 
tack of herpes zoster should not be mistaken for 
the major type or tic douloureux. It is only the 
major with which we are concerned in this paper. 
It is very fortunate for humanity that it is 
rather infrequent, but most of us in general 
practice will meet with a case of it now and 
then, and when we do our ingenuity may be 
taxed to its limit, but there is no class of cases 
more satisfactorily treated than those patients 
who have suffered repeated attacks of this ex- 
eruciating pain for weeks, months, or perhaps 
years. 

The disease was known to the early physicians 
and much has been written as to its etiology. 
In some cases it has seemed plausible that it 
was an ascending neuritis due to some chronic 
infection, with a sclerosis in the gasserian gang- 
lion or in the rare incurable case it may have 
extended in to the more central origins of the 
nerve but of this we have no proof. 

It is usually a disease of adult life and more 
frequent in those between fifty and seventy years 
of age, but a case has been reported in a boy 
nine years old. It is most frequent in females, 
but occupation, social standing, previous condi- 
tion of health, place of abode and season of the 
year seem to have little or nothing to do as 
predisposing causes. The right side is involved 
in about seventy per cent of the cases and rarely 
both sides become simultaneously involved, but 
if both are, the right is usually more severe. Pri- 
mary involvement is nearly always in the su- 
perior maxillary or inferior maxillary division, 
most often in the former and may secondarily 
attack one or more of the other divisions. 

The pain of tic douloureux is most excruciat- 
ing and may be described by the patient as a 
stab with a knife, or like lightning, and, in the 
typical ease, his attitude is very characteristic. 
He moans, cries out or even shrieks with each 
stab of pain. The patient presses or rubs that 
side of the face with his hand and may become 
hysterical, and, in one case that I had, there 
was a spasm of all the muscles of the face and 
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limbs with an over-extension of the fingers and 
toes and this spastic condition came on with 
the attacks of pain and lasted until relaxed by 
hypodermic injections. The period of attack 
may be variable as to frequency, but if relieved 
by medication it is always sure to return. The 
pain is often precipitated by pressure or the 
slightest touch over certain points, so-called 
“‘trigger points’? which usually correspond to 
the terminal endings of the division involved 
or some of its branches. Even a draught of cold 
air or the touch of the bedclothes may precipi- 
tate an attack. In some cases the patient has 
an aura of an impending ordeal, becomes reti- 
cent and withdraws from the company of oth- 
ers. These are important points in the diag- 
nosis. In a case of pseudoneuralgia or minor 
neuralgia the patient converses freely claiming 
to be suffering extreme pain at the moment, but 
with few visible signs of suffering. If one of 
the radical methods of treatment is suggested, 
the patient is apt to propose deferring such 
treatment until some future time. Not so with 
the case of true tic as he is ready to try any- 
thing that promises relief from the pain and 
fortunately for the surgeon, no matter what 
the sequelae may be, even to the loss of an eye, 
which is rare, there is no fault found and no 
malpractice suit, provided the patient is cured 
of his tic. I recently examined a patient upon 
whom Dr. Harvey Cushing successfully operated 
thirteen years ago and although there are some 
sequelae she makes no complaint and is still sing- 
ing praises for the doctor. 

It is very important that these cases be 
diagnosed before the patient loses all his good 
teeth, has the various sinuses opened, and worst 
of all becomes a hopeless morphine addict. The 
x-ray should be used in all cases to eliminate in- 
fections about the teeth, sinusitis, tumors, or 
other causes of pressure. These can usually be 
differentiated by the character of the throbbing 
pain more or less constant and often influenced 
by posture, or by the deep boring pains of 
tumors about the nasopharynx or disturbance 
of the ear. In glossopharyngeal neuralgia the 
pain is referred to the throat and ear with a 
‘‘trigger point’’ near the tonsil. Parethesias 
due to injury may be mistaken for tic, but the 
pain is more constant and there are no ‘‘trigger 
points. ’”’ 

Treatment of tic douloureux may be divided 
into medical and surgical. Medical treatment 
should as a rule be used only as a relief measure 
until a positive diagnosis is made and the pa- 
tient’s condition made favorable for operation, 
or in some senile cases. Be sure your diagnosis 
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is right and then, with few exceptions, the case 
is a surgical one. A word here as to the use of 
trichlorethylene. It was observed that certain 
industrial workers, much exposed to its fumes, 
developed anesthesias of the face which have led 
to its use, with beneficial results, in about twenty 
per cent of the cases so treated. It is supposed 
to have a selective action on the terminal erd- 
ings of the fifth nerve, but it is not clear as yet 
that its action is limited to that nerve. It is 
administered by inhalation, dropping fifteen to 
twenty drops on cotton or gauze held a short 
distance from the nose, with the patient in the 
recumbent position. It is somewhat irritating 
and should not come in contact with the skin. 
The dose may be repeated in a few minutes but 
not more than four or five times a day. Slight 
dizziness results and the patient should remain 
recumbent thirty minutes. Large doses may 
produce nausea and distress and finally narcosis 
and death, and its use should not be intrusted to 
the patient alone. I have used it, but with dis- 
appointing results, but it may be a help in some 
inoperable cases. 

Surgical treatment is divided into, first, pal- 
liative or alcoholic injection of one or more divi- 
sions of the trigeminal nerve at its exit from 
the cranial cavity; and secondly, total or sub- 
total section of its sensory root between the 
pons varolii and the gasserian ganglion. 

If alcoholic injection is to be used, the patient 
or some member of the family should be told 
that it is a palliative measure which will relieve 
the patient for a few weeks, months, or possibly 
years, but that the pain is almost sure to return. 
Injection has its place, however, partly as a 
diagnostic procedure and in those physically 
unfit, and in those too old for posterior root sec- 
tion. Some fix the age at seventy, but that is 
arbitrary as patients eighty or over have had 
successful root sections. The patients who are 
relieved by injection will likely be cured by sec- 
tion. Hence, the surgeon feels justified in doing 
the more radical operation after one successful 
injection. It also gives the patient some idea of 
the sensation he must forever experience after 
the root is sectioned. 

Various solutions have been used for injection, 
cocaine, chloroform, ether, carbolic and osmic 
acids. The latter was used by Bennett and 
Murphy with some success, but because of necro- 
sis of all tissue with which it came in contact, 
the nerve had to be exposed favoring injection 
and its use has been discontinued and. alcohol 
is used in all injections. 

Alcohol injected into the nerve causes a de- 
generation of the axis cylinders and medullary 
sheaths peripheral to the point of injection thus 
blocking off all impressions from the periphery 
from reaching the irritable nerve ganglia. The 
injections must be done under a local anesthetic 
as the patient must be able to tell the operator 
when the nerve is reached by the needle, and by 
the distribution of the pain he knows that the 


needle is in the right nerve. A little novocaine 
may then be injected to relieve the pain, and 
without removing the needle, but changing the » 
syringe, the alcohol is injected. Even in experi- 
enced hands several trials may be made before 
the nerve is located. 

It is not the purpose of this paper to go into 
all the details and steps in the various injec- 
tions and the location of the second foramina at 
which the injections are made. 

Those for the ophthalmic division must be 
at the superficial foramina as that division di- 
vides before it leaves the cranium where injec- 
tion is impossible. The second or superior 
maxillary division at its exit from the foramen 
rotundum, and the third or inferior maxillary 
division at the foramen ovale may be selected. 
Injection of the gasserian ganglion has been 
done through the latter foramen but because 
of the uncertain control of the alcohol, oculo- 
motor paralysis, blindness and meningitis may 
result, and its use is condemned by all surgeons 
at the present time. 

As nearly all patients treated by alcoholic in- 
jection return sooner or later with the recur- 
rence of the symptoms, and on an average in 
about nine months’ time, the question is, shall 
the patient be subjected again to that painful 
procedure or shall he be sent to a skilled neuro- 
logical surgeon for the more radical operation 
but one that promises beyond all reasonable 
doubt a permanent cure by total or subtotal sec- 
tion of the sensory root between the pons and 
the gasserian ganglion? In Europe, where the 
mortality rate still remains about 10 or 12 per 
cent, it is not to be wondered that injection is 
repeated but with the present rate of about 
one-half of one per cent, which is the record of 
most of our skilled neurological men. I be- 
lieve it is time, in most cases, to advise sensory 
root section. It is impossible in a paper of 
this length to go into the details of this opera- 
tion, but after having had several cases under 
observation over a period of several years, fol- 
lowing variable root sections, I feel there are 
certain facts which we in general work ought 
to know. 


It must be borne in mind that the trigeminal 
nerve arises from the outer surface of the pons 
by two roots, the larger or sensory root which 
becomes flattened as it courses forward to form 
the large gasserian ganglion lying in a depres- 
sion over the apex of the petrous portion of 
the temporal bone, and a small motor root which 
comes forward under the sensory root and gas- 
serian ganglion to unite with the inferior maxil- 
lary division after the ganglion divides into 
the three parts. I speak of the motor root in 
particular as in most cases it is well defined 
and should not be included in the section be- 
eause of paralysis of the muscles of mastica- 
tion and a noticeable atrophy of the muscles 
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in the suprazygomatic and infrazygomatic re- 
gions. 

It was found by experimenting on dogs and 
by operations on human beings that if the root 
were cut posterior to the gasserian ganglion it 
would not regenerate. 

Avulsion of the ganglion was first suggested 
by Mears and done by Horsley, Rose, and others 
with some success, but the mutilating operation 
had a high mortality rate, many complications 
and sequelae. Horsley first sectioned the pos- 
terior root in about 1890 but the patient died 
seven hours later, perhaps because the opera- 
tor had not learned to keep outside the dura, 
as Frazier did when at Spiller’s suggestion he 
performed the first successful section in 1898. 
Later from suggestions of Rose and Tiffany, 
Frazier not only preserved the motor root but 
the upper one-fourth to one-third of the sen- 
sory root, thus preserving the ophthalmic divi- 
sion, which is seldom involved, thereby avoid- 
ing such ophthalmic disturbances as keratitis 
and other trophic changes which are not uncom- 
mon when the total section is done. It is not 
infrequent that there is a postoperative seventh 
nerve paralysis due to edema or trauma or pos- 
sibly to traction on the geniculate ganglion, 
but the facial paralysis is not serious, provided 
the eye is protected by keeping the lids closed 
by dressings or suture until function returns 
which occurs in a few weeks. This is important 
in the after-care and, if not protected, severe 
keratitis, ulceration and possible loss of the eye 
may résult. 

There are two routes by which the operator 
may reach the sensory root, viz., the lateral or 
temporal, and the posterior or cerebellar. These 
may be best understood by examination of the 
skull in which I have made bony openings. The 
temporal route is the one which has been used 
by nearly all neurological surgeons, but Dr. 
Walter Dandy of Baltimore, after a series of 
nearly ninety cases, is much in favor of the 
cerebellar route of operation. 

By the temporal route, there may be bleed- 
ing from the middle meningeal artery and ves- 
sels or dural sinus and injury to the gasserian 
and geniculate ganglions, all of which are avoid- 
ed by the posterior route. The posterior is 
‘ much shorter and practically bloodless. The 
petrosal vein being the only vessel encountered 
is easily clipped if necessary. One of the early 
cases in the series received injury to the seventh 
nerve and then only were there any ophthalmic 
disturbances which were slight; while by the 
temporal route seven to ten per cent develop 
temporary facial paralysis and ophthalmic com- 
plications, and there may be permanent sequelae 
as constant twitching of some of the facial mus- 
cles or eyelids as in one of my cases. By this 
route there is no injury to the motor root and 
resulting paralysis of the muscles of mastica- 


tion, therefore it is feasible to operate for bi- 
lateral tic douloureux in the few cases where 
it is encountered. Again pontine tumors may 
be discovered by this route and the source of 
the trouble removed. By section close up to 
the pons there is less disturbance of the com- 
municating fibers which join the sensory root, 
and in some eases of subtotal section by the 
cerebellar route there has been a minimum 
amount of sensory disturbance in the face. This 
series by one operator does not: prove that it 
is the cperation per se and we doubtless shall 
hear more about this route and it may be an- 
other step of progress in the relief of suffer- 
ing humanity. 

To summarize: A careful diagnosis with such 
relief measures as are necessary is_ essential. 
Trichlorethylene may be tried. Alcoholic in- 
jections, both as a palliative measure and diag- 
nosis may be used, and in certain cases repeated. 
In some clear-cut cases section may be done at 
once and there is no operation, which, when done 
by the skilled neurological surgeon, gives more 
satisfaction both to the patient and surgeon 
than posterior root section of the sensory root 
of the trigeminal nerve. 


MISCELLANY 


VERMONT DEPARTMENT OF PUBLIC HEALTH 


MArcH, 1933 

During the month of March the following cases of 
communicable diseases were reported: chicken 
pox 112, diphtheria 3, measles 154, mumps 237, 
scarlet fever 88, smallpox 1, typhoid fever 1, un- 
dulant fever 4 and whooping cough 62. 

The Laboratory of Hygiene reports a total of 
1,393 examinations made in March, classified as 
follows: 


91 


Examinations For diphtheria bacilli 
23 “ Widal Reaction of typhoid 
fever 23 
malarial parasites 2 
= “ tubercle bacilli 187 
o “ evidence of syphilis 439 
“ gonococci in pus 115 
2 Of water, chemical and bacteri- 
ological 20 
“ water, bacteriological 226 
“ milk, market 136 
ss “ milk, submitted for chemical 
only 10 
” “ milk, submitted for micro- 
scopical only 4 
“ foods 4 
es For the courts, autopsies 6 
“ the courts, miscellaneous ........ 38 
" Of animal heads for evidence of 
rabies 0 
Miscellaneous 90 
Autopsies to complete death returns 2 
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Twenty-five new cases of gonorrhea and twenty- 
six new cases of syphilis were reported to the 


' Division of Communicable Diseases, during March. 


Three hundred and six Wassermann slides and 189 
slides for gonorrhea were distributed. 

The Director of the Division of Tuberculosis 
made arrangements to visit schools during the 
months of April and May, with the Health Enter- 
tainment. Ten thousand copies of the Modern 
Health Crusader were mailed out in March. 

For the purpose of assisting P. T. Associations, 
Red Cross workers and Home Demonstration 
Agents, eleven towns of the state have been visited 
by the Director of the Maternity and Infancy Di- 
vision. Four hundred and twenty-six notifications of 
birth registration were issued and 675 pieces of 
literature distributed. 


DEATHS 


CRAMTON—CHARLEs AGusTUsS CRAMTON, M.D., of 
St. Johnsbury, Vermont, died March 21,, 1933. Dr. 
Cramton was born in Winooski, July 1, 1872. He 
was a graduate of the University of Vermont Medi- 
cal Department in 1893, and a prominent member 
of the Northeastern County Medical Society, being 
elected President at its last annual meeting. He 
was a trustee of Brightlook Hospital, St. Johns- 
bury Academy, and Vice-President of the Pas- 
sumpsic Savings Bank. Dr. Cramton was a Fellow 
of the American College of Surgeons. 

Fraternally he enjoyed membership in the Free 
Masons, Mystic Shrine, Independent Order of Odd 
Fellows, P. B. of Elks, and Knights of Pythias. He 
was a member of the St. Johnsbury Country Club, 
the Kiwanis Club, the Sphinx Club, and the Cham- 
ber of Commerce. In religious adherence he was a 
communicant of the Episcopal Church, in which he 
was a, vestryman at St. Andrews. 


Dr. Cramton leaves a widow, Gertrude Howe, and 
three children, Gertrude, wife of L. L. Tower of 
Grand Rapids, Michigan; Marjorie, wife of A. A. 


Tower, M.D., of Meriden, Connecticut, and Edward . 


A. Cramton, M.D., of Pittsfield, Massachusetts. 


DENTON—ARNOLD ALLEN DENTON, M.D., of Monk- 
ton, Vermont, a general practitioner of sterling 
qualities, died April 5, 1933. Dr. Denton was born 
September 7, 1879, in Jay, N. Y., and received his 
early education in the public schools of New York 
State. He was a graduate of the University of 
Vermont Medical College in 1905. For the past 28 
years he had been a practicing physician in the 
town of Monkton. . 

He is survived by his widow Lena Mae Gee Den- 
ton, his mother, a brother Noble of Jay, N. Y., 
and a sister Mrs. Nettie Tompson of Lake Placid, 
New York._ 


LYMAN — WILLIi1mM ANDERSON LyMAN, M.D., of 
Burlington, Vermont, a _ general practitioner of 
sterling qualities, was born November 1, 1861, in 
Newfane, Vermont, and died April 10, 1933. He 
received his early education in the public schools 
of Newfane and graduated from the University of 
Vermont Medical College in 1904. 

He is survived by two sisters. 


NOTES 
Dr. Edward A. Cramton of Pittsfield, Massachu- 
setts, will assume his father’s practice in St. 
Johnsbury on June 1. 


The April Meeting of the Northeastern County 
Medical Society was held at the St. Johnsbury 
House, Wednesday, April 26. Dr. P. N. Papas of 
Boston was the guest speaker, the subject being 
“Prostatic Resection.” 


“BABYING” BY PARENTS LINKED WITH 
MENTAL DISEASE 


Two-thirds of a group of patients suffering from 
one of the most serious mental diseases were “ba- 
bied” all their lives by their parents, investigators 
at the Rhode Island State Hospital for Mental Dis- 
eases found. 

This “babying,” which psychiatrists call over- 
protection, establishes a vicious circle in the life 
of the child, Dr. Jacob Kasanin said in reporting 
the work of himself and associates, Elizabeth Knight 


- and Priscilla Sage, to the American Orthopsychiatric 


Association. 

They studied 45 patients suffering from schizo- 
phrenia, a personality disorder in which the pa- 
tients avoid outside contacts and retire into them- 
selves and their world of day dreams. Dr. Kasanin 
did not say whether the babying caused the mental 
disease. That may have developed anyway. But 
the babying took away the only chance the patients 
had of developing normal personalities, he believes. 

Unfortunately, these patients are very apt to be 


inferior children who were physically weak, or had 
suffered from serious ailments early in life, or had 
some defect like cross-eyes. They needed the ex- 
tra care of their parents in order to develop and 
grow up. But on the other hand, receiving the extra 
care took away so much of their independence that 
it hindered their final development. Though they 
might be strong and healthy, they remained “tied 
to mother’s apron strings” and unable to achieve a 
life of their own with marriage and establishment 
of their own families. . 

While the weakness of this type of child invites 
the babying he gets, often the babying is increased 
because of problems in the parents’ lives. If the 
father dies, the mother may put the son in his 
place and give him all the extra affection and 
attention the father would have had. If the father 
has been disappointed in his own life and could not 
get a chance to go to school, perhaps, he may try 
to make up for it by giving his son all the care and 
opportunities and benefits he missed.—Science News 
Letter. 
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MEDICAL PROGRESS 


PROGRESS IN UROLOGY 
BY FLETCHER H. COLBY, M.D.* 


HE removal of portions of the obstructing 

prostate by intra-urethral manipulations 
has attained such prominence during the past 
year, that this year’s Progress in Urology may 
be devoted profitably to this one subject. Al- 
though attempts to relieve urinary retention due 
to prostatic disease by such means date back to 
over a century ago, modern methods in this di- 
rection constitute definite progress through im- 
proved instruments, excellent visualization and 
ability to control hemorrhage. The operation 
has been given a variety of names such as endo- 
scopic revision of the prostate, transurethral re- 
section of the prostate, electroresection of the 
prostate and endoscopic resection, but the term 
prostatic resection is the one most commonly 
used to denote this procedure. 


Many ingenious devices have been employed 
to accomplish the partial removal of the pros- 
tate in this way, such as the Caulk cautery 
punch, the electrotomes of Collings, Bumpus, 
Kirwin and others. Some form of the cautery 
loop with the high frequency current has be- 
come most generally used, however, after the 
principles of Davis of North Carolina and Mc- 
Carthy of New York. Further improvements 
in both the cutting instruments and machines 
delivering the electrical currents, undoubtedly. 
will progressively appear. At the present time 
Opinions are not unanimously in favor of any 
one apparatus for performing the operation: 
some operators preferring a diathermy machine 
employing the radio tube principle, while others 
use a spark-gap machine. McCarthy’s ‘‘resecto- 
scope’’ a modification of his panendoscope, seems 
to be the most generally accepted instrument 
for this work in conjunction with either a spark- 
gap or tube diathermy machine. 

Enough has been written on prostatic resec- 
tion during the past year to arouse one’s inter- 
est thoroughly in the subject, provided he be a 
male, or whether he be a genito-urinary surgeon, 
for here would appear to be an easy escape from 
the woes of prostatic obstruction. Unfortu- 
nately, there exists so much difference of opin- 
ion as to the unalloyed benefits of the operation 
to obstructed mankind that it is difficult to eval- 
uate truly the procedure in its present state of 
confusion. Nevertheless, certain facts do stand 
out from the many writings on this subject. 
These are that the method is difficult of efficient 
accomplishment, it is not devoid of risk to the 
patient, and that excellent results have been 
achieved in many instances. As evidence of these 
facts, McCarthy’ writes in a recent article, ‘‘Pri- 
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marily it should be understood that in the de- 
velopment and proper allocation of so decided 
a departure, (as prostatic resection), it is wise 
to underestimate its advantages, and to restrict 
its application within such narrow confines as 
will serve the dual purpose of comforting its 
exponents and confounding captious criticism. 
It is to be feared that the spectacular immediate 
results obtained, and the enthusiasm engendered 
thereby, have caused some advocates of the 
method, ineluding the writer, to lose sight of 
the precaution, by whom should this method be 
employed? 

‘*Every communication, spoken or written by 
us, has emphasized the highly technical nature 
of the method. Its use should be limited to urol- 
ogists who are qualified in the endourethral in- 
strumental methods, and whose clinical and sur- 
gical training has been such as to permit of judi- 
cious discrimination in ease selection, and the 
ability to make prompt decision in the occasion- 
al complications that sooner or later must in- 
evitably occur. He should also be able to carry 
out promptly any form of necessary interven- 
tion. Moreover, the fact should be emphasized 
that anyone, even with the above qualifications, 
who believes he can carry on with so precise a 
procedure as endourethral revision without a 
fore-knowledge of its technical difficulties, and 
personal observation and contacts with the pio- 
neers in this field, and the service as it were of an 
apprenticeship, is headed for disillusionment. 
Finally, until time and experience have thor- 
oughly familiarized him with the procedure his 
efforts should be confined to the simplest type 
of cases.’? Such is the warning of one of the 
ablest and most experienced advocates of pros- 
tatic resection and yet the operation is fre- 
quently performed by those who lack the neces- 
sary qualifications to do surgery and whose 
judgment in the selection of cases likewise must 
be faulty. Again, as McCarthy’ expresses it, 
‘‘Time has proven both the wisdom and futility 
of those admonitions.’’ 

A similar opinion is expressed by T. M. Davis® 
in the following words, ‘‘It is generally conceded 
that this operation is one that should be restrict- 
ed to the experienced operator who is capable of 
making an accurate interpretation of the vari- 
ous obstructions that occur at the vesical outlet. 
The occasional cystoscopist should be discouraged 
from attempting an operation that requires the 
greatest technical skill even in the hands of the 
expert. An accurate diagnosis of the type of 
obstruction, the ability to determine the exact 
amount and position of the obstructive tissue, 
and a familiarity with the picture of the vesical 
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orifice with the lens system equipment of the 
instrument to be used are important prerequi- 
sites to a successful operation.’’ That it is not 
always an easy matter, even to the experienced 
urologist, to estimate accurately the size of an 
obstructing gland by cystoscopic observation is 
evidenced by the fact that one is frequently sur- 
prised at the amount of tissue removed by enu- 
cleation. 

Another urologist who has performed nearly 
200 of these prostatic resections expresses him- 
self plainly on the subject of such difficulties’, 
‘‘T have never attempted anything that was as 
difficult or anything that has caused me so much 
anxiety and real tribulation as this procedure.’’ 

It is evident then that prostatic resection is 
a difficult operation to perform efficiently, and 
not to be undertaken unless one has had consid- 
erable experience as an instrumenteur and sur- 
geon. Even when these qualifications are met 
what is the risk of the operation to the pa- 
tient as compared with other methods of reliev- 
ing prostatic obstruction? The procedure is 
relatively new and this question cannot yet 
be answered adequately. Opinions vary on this 
point, series of cases being reported by some 
writers with an astonishingly low death rate 
and incidence of complications, while others re- 
port many deaths and more complications. Thus, 
T. M. Davis* reports that in 372 cases there 
were no deaths immediately following operation 
and three deaths within 314 weeks, a mortality 
of less than one per cent. He pays little regard 
to postoperative complications in the following 
words, ‘‘As the lymph channels and blood ves- 
sels are sealed by coagulation incident to hemos- 
tasis, postoperative infection has been of neg- 
ligible frequency. The elevation of tempera- 
ture has varied from normal to 104°F.; 18% 
of the patients have had some elevation. The 
rise in temperature has not persisted longer 
than 1 week in any case. A chill preceded the 
elevation in 19 cases. Eight cases of epididymi- 
tis have occurred, all of them subsiding with- 
out interference.”’ 

One writer, T. D. Moore, expresses his en- 
thusiasm for the method under the heading, 
“*Is the Operation of Prostatectomy to Become 
Obsolete?’’ As Lewis exclaims’, ‘‘These en- 
thusiasts portray so alluring a picture of con- 
tentment and happiness experienced by the sub- 
jects of these operative measures that one can 
searcely wait to get into the line of candidates 
for one of them, any of them. They are all 
beatifically easy and free from faults. Such 
are the papers and statements that have been 
thrust at us in the course of development of 
these very commendable operations in the past 
two years. That they are injudicious, overen- 
thusiastic and unsupported by the facts and ex- 
perience of a considerable number of operators 
of high standing in urology is the declaration 


of the present writer. Our criticism is meant 
to be strictly constructive. 


ods for prostatic resection, their cause will not 
be promoted by such wild assertions.’ 

Indeed, there appears to be another side ith 
the story. Alcock*, famous as a urologist and 
of honest opinion, reports a mortality of 24 per 
cent in his first 50 cases saying, ‘‘The first 50 
resections were found to be extremely trying 
and somewhat discouraging. Only very small 
pieces of tissue were removed and the total 
amount seemed to be entirely inadequate. A 
great deal of difficulty and much time was con- 
sumed in controlling hemorrhage, but I must 
add in all fairness to the method that in not 
one of these first 50 cases did we encounter a 
hemorrhage that was not controlled at the time 
of the operation. The time of these resections 
varied from 1 to 2 hours, or more. Practically 
all of these patients showed postoperative reac- 
tions and in over 60% of these the reactions 
were quite violent as manifested by chills and 
temperatures from 101° to 104°, lasting from 2 
to 4 days. Many of these patients were ex- 
tremely sick.’’ 

Day’ reports a mortality rate of 22 per cent 
in his first 41 cases of prostatic resection and 
a mortality of 12.7 per cent in the whole series 
of 71 resections. Six of these deaths were from 
primary hemorrhage and ensuing shock, two 
from multiple abscesses of the kidney and one 
from acute dilatation of the heart. Primary 
hemorrhage was the commonest cause of death. 


A slightly different method of resection is em- 
ployed by Kirwin® in that the resectoscope is 
rotary; the essential principle is the same as 
with other methods. Of 78 cases operated upon 
there were three deaths (3.8%) and one post- 
operative hemorrhage which required cystotomy. 

In the hands of skilled urological surgeons 
the mortality from resection has varied from 


0 to 24 per cent. A total of 574 resections per- 


formed during the past year by ten prominent 
urologists shows a total of 49 deaths, a mor- 
tality rate of 8.4 per cent. This group does 
not include the cases operated upon by McCar- 
thy or Davis, the two outstanding exponents of 
resection. As far as could be determined, how- 
ever, these cases were operated upon by the 
technique of McCarthy or Davis. These figures 
probably give a fair estimate of the risk of the 
operation when performed by a trained urol- 
ogist. It seems to be generally true that as 


the operator becomes more familiar with the 
method the risk becomes less. Thus, Alcock 
had 12 deaths in his first 50 cases, a mortality 
of 24 per cent, and only six deaths in his next 
125 cases, or a mortality of only about four 
per cent. As yet few operators have reported 
this number of resections. 


Whatever of merit . 
lies behind the several instruments and meth- »* 


| 

| 
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Prostatie resection, then, is a procedure at- 
tended with a very definite risk to the patient. 
At the present time the risk is probably greater 
than prostatectomy performed by the same op- 
erator. Thus, Young® in discussing this sub- 
ject during the past year reported a total mor- 
tality from perineal prostatectomy at his clinic 
of about scree per cent in more than 3000 cases. 
secutive ssaitateetebiles without a death. An 
average mortality of from five to ten per cent 
is probably a fair average figure for prostatec- 
tomy in the large urological clinies throughout 
the country. 

Apart from the mortality from resection there 
is the question of complications. Again, as the 
number of deaths in reported cases has varied, 
so do the number of complications. Davis’ opin- 
ion on this subject has already been given. Al- 
cock®, however, found severe reactions the rule 
in his first 50 cases and says, ‘‘In the causes 
of death it will be seen that sepsis and uremia 
have been the most serious complications. Gan- 
grene of the bladder is a complication to be kept 
in mind and to be guarded against by being 
most scrupulously careful not to cut too high 
in the direction of the bladder.’’ Goldstein’, 
in 19 cases had severe complications develop 
in 52.6 per cent. These were chiefly from in- 
fection, septicemia, bronchopneumonia and lo- 
cal sepsis. Hemorrhage, both at the ‘dias of 
operation and delayed has occurred in many in- 
stances. Stern' says, ‘‘Bleeding, so far as 
prostatic surgery with high frequency currents 
is concerned, still continues the ‘bugbear’ and 
its prevention or control is, as now practiced, 
the chief drawback to the method.’’ Another 
writer’ remarks that the serious complications 
associated with the present extensively per- 
formed urethral operation upon the obstructing 
prostate, as reported by different observers have 
been hemorrhage, septic infection of the opera- 
tive area and multiple abscesses of the kidney. 

Among the more important complications as 
given by many writers are the following: 


Hemorrhage Multiple abscesses of the 
Pyelonephritis kidney 

Cardiac decompensation Urethrorectal fistula 
Septicemia General peritonitis 
Urinary extravasation Perineal abscess 
Incontinence Ischiorectal abscess 


Failure to relieve obstruction 


With so grisly an array of complications in 
its train, prostatic resection evidently can be a 
serious undertaking. Wisdom and an open mind 
on this subject is present in Bugbee’s'® remarks: 
‘‘The following basic facts should be borne in 
mind: 

1. The patient suffering from prostatic obstruc- 
tion is not a good surgical risk and can never 
be looked upon lightly from this standpoint. 

2. Changes incident to prostatic obstruction 


have taken place slowly and cannot be rec- 
tified rapidly. 

. The object of all treatment is to remove the 
obstruction permanently with the greatest 
possible safety to the patient. 

These should be the guiding motives today. 


**My belief, based on the researches of the 
pioneers in this field, on the work of those most 
active ii the advancement of the specialty and 
my own experience during the past 27 years, 
without the test of time to substantiate the most 
recent and enthusiastic claims for incomplete re- 
moval of the prostate by so-called resection, is 
that in cases of true hypertrophy the entire 
gland should be removed to insure a complete 
and permanent restoration of function. There 
may be conditions incident to individual cases 
which may warrant a less formidable procedure, 
but until more experience has been had with the 
newer intraurethral operative methods and years 
have elapsed, by which the permanence of the 
relief by such methods ean be proved, is one jus- 
tified in accepting a reversal of one’s views on 
the pathologic changes and their eradication in 
eases of advanced hypertrophy? 

‘‘T believe that a real advance of major im- 
portance has been made by the present intra- 
urethral methods of approach in relieving many 
types of prostatic obstruction. In the mean- 
time, one should not forget the excellent and 
permanent results that have been obtained from 
surgical treatment, especially in true hypertro- 
phy, when guided by all the clinical experience 
and data at hand ; and should give one’s patients 
a fair estimate of the possibilities of the vari- 
ous methods of treatment with qualification of 
the newer procedures into which they may easily 
be led by an over-optimistic prognosis and pos- 
sibly economic considerations. 

‘‘If resection is undertaken, every patient 
should be looked on as a real risk and should 
have the advantage of the same study and prep- 
aration as would be given to him were he to be 
subjected to prostatectomy. ”’ 
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CASE 19191 
PAINLESS JAUNDICE IN A WOMAN OF 
FIFTY-SEVEN 
° PRESENTATION OF CASE 


Dr. Wyman RicHarpson: This is the case 
of an unmarried American saleswoman fifty- 
seven years old. The story is of indefinite pe- 
riods of painless jaundice of three months’ dura- 
tion, becoming more severe. Three months be- 
fore the onset of this she began to be nauseated 
by food. In ten weeks she had ten or twelve 
attacks of nausea and vomiting, stopping with 
the onset of the jaundice. Her appetite then 
improved; when she was in the ward she ap- 
peared to be eating well. 

Her examination was essentially negative ex- 
cept that there was marked jaundice and a 
palpable mass in the right upper quadrant which 
was taken to be liver. A smooth non-tender 
liver edge was felt 6 centimeters below the 
costal margin. 

The laboratory findings at entry showed a red 
blood cell count of 4,000,000, hemoglobin 50 
per cent, white cell count 9,500. The stools were 
said to be bile free. The icteric index was 100, 
the van den Bergh 22.05, direct reaction. The 
bleeding time was three and a half minutes, 
the clotting time twenty-four minutes. The 
stools were clay colored and were said to con- 
tain no bile. 

We watched her in the ward for a week or 
two. The jaundice did not clear. She remained 
symptom free except for considerable itching 
which was rather annoying. We finally de- 
cided it was fair to her to do an exploratory 
operation because she had had jaundice for so 
long a time with no signs of its clearing. 

CLINICAL DIscUssION 

Dr. RicHarpson: Our diagnosis at that 
time was the usual diagnosis associated with ob- 
structive jaundice without pain in a woman 
of that age. We thought it was probably a 
malignant lesion near the head of the pancreas. 
We thought operation was justified in order to 
establish a diagnosis and in the hope of doing 
something to relieve the jaundice. 

Dr. Tracy B. Mauuory: Exploration was 


done. A mass was felt in the region of the head 
of the pancreas and a cholecystgastrostomy was 
performed. She died thirty-six hours after op- 
eration. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Carcinoma of the head of the pancreas. 
Acute cardiac failure (under anesthesia). 


ANATOMIC DIAGNOSES 


Adenocarcinoma of the ampulla of Vater. 
Obstructive jaundice. 

Obstructive biliary cirrhosis of the liver. 
Operative wound, cholecystgastrostomy. 
Pulmonary atelectasis, slight. 
Arteriosclerosis, slight aortic. 


PatHoLoaic Discussion 


Dr. Matiory: The thing that interested us 
at the time of autopsy was the very marked 
degree of biliary cirrhosis which was present. 

At autopsy it became evident that the cancer 
was not actually a cancer of the pancreas but 
a cancer of the ampulla. It lay in the ampulla 
and in two centimeters of the common duct 
running upward towards the liver, a very well 
differentiated adenocarcinoma. The pancreas 
itself was fairly normal except for a slight de- 
gree of chronic interstitial pancreatitis. 


I will show you the sections. The liver shows 
quite a marked degree of cirrhosis. Even at this 
power I think you can see that the lobules are 
rather small. They stand out as dark pink mass- 
es, and in between the lobules of liver cells are 
— zones that are somewhat more bluish in 
color. 
that there is a very marked degree of prolifera- 
tion of the small bile ducts and a considerable 
infiltration of polymorphonuclears and lympho- 
cytes at the periphery of every lobule. This was 
very diffuse and was found throughout the liver 
substance. It is an exactly analogous picture 
to what one can easily produce in animals by 
ligation of the common bile duct. Of course the 
condition is found to a certain degree in almost 
every case of cancer of the extraneous bile ducts 
or the head of the pancreas; but a relatively 
small number of those patients I suppose live 
long enough to get the very marked degree of 
cirrhosis that was present here. 

I think the question is of some importance, 
because whether or not the cholecystgastrostomy 
could have done any good would depend very 
largely on the degree of cirrhosis present in the 
liver. I have a feeling that in this particular 


ease there was so much cirrhosis that there was 
very little hope that the anastomosis would ac- 
complish much. A good deal of the jaundice 
was at this stage of the game actually intra- 
hepatic in origin. | 

A Puysictan: How long do you think it 
took for that cirrhosis to develop ? 


N. E. J. OF M. 


With a high power it becomes obvious . 3 
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Dr. Matuory: Judging from clinical cases, 
from three to six months. I think sometimes 
one is apt to get most marked degrees where 
the obstructions are not absolutely complete but 
there is a moderate degree of narrowing for a 
long time. In such cases one almost inevitably 
gets a biliary cirrhosis. Where the obstruction 
is sudden and complete one does not very often 
see it, I imagine because in those cases the pa- 
tients do not live long enough. In a great many 
of these cases there is an added element of as- 
cending infection of the ducts as well; but from 
a histologic point of view the present case is 
one of pure obstructive cirrhosis with very little 
evidence of infection. 


CASE 19192 


ACUTE ABDOMINAL PAIN, FEVER, 
JAUNDICE AND ENLARGED LIVER 


SuRGICAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. Ricuarp E. Aur:* This is the case of a 
fifty-six year old Polish woman who entered 
complaining of abdominal and chest pains of 
three weeks’ duration. The history was obtained 
through an interpreter and is very inadequate. 

For some time previous to the onset of pain 
she had swelling of the ankles. Three weeks be- 
fore entry she had an attack of severe abdominal 
pain, whether in the upper or the lower abdo- 
men is uncertain, and went to bed with fever 
and abdominal pain intermittently, the last time 
two days before admission. 

On physical examination the skin showed a 
slight yellowish tinge. The pupils did not react 
to light or accommodation. The abdomen was 
slightly distended. The liver edge was felt with 
difficulty about three fingerbreadths below the 
costal margin. She had a temperature of 99°, 
a white cell count of 17,000. 

She was seen by a surgical consultant. Al- 
though her condition was very poor, explora- 
tion was done the following day. She did very 
well for one day, but died a day and a half after 
operation. The cause of death was not known. 


CurnicaL Discussion 


Dr. Att: The surgical consultant said that 
he could make a definite diagnosis of subacute 
cholecystitis with pancreatitis. 

At operation a large gangrenous gall bladder 
was found. One large stone was removed from 
the fundus. There was no evidence of fat necro- 
sis anywhere. The gall bladder was drained 
under local anesthesia. 

Dr. Tracy B. Mauuory: Did the surgical con- 
sultant explain why he was so sure there was 
pancreatitis ? 

Dr. Att: No, he did not definitely say why. 


*Senior interne on the West Surgical service. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Acute cholecystitis. 
Pancreatitis. 
Chronic hepatitis. 


ANATOMIC DIAGNOSES 


Subacute cholecystitis. 

(Cholelithiasis. ) | 
Operative wound, cholecystectomy. 
Obstructive cirrhosis of the liver. 
Acute hepatitis. 

Acute pancreatitis. 

Perisplenitis. 

Peritonitis, localized, right upper quadrant. 
Arteriosclerosis, moderate, renal. 
Chronic fibrinous pleuritis, apical. 
Healed pulmonary tuberculosis, apical. 


PaTHOLOGIC Discussion 


Dr. Mauuory: The autopsy in this case 
showed an acute cholecystitis, a marked pancrea- 
titis and a marked hepatitis. 

The first section is from the gall bladder. The 
mucosa has completely desquamated, as it al- 
most invariably does postmortem. The muscu- 
laris, however, shows a fairly marked leukocytic 
infiltration, a large percentage of the infiltrat- 
ing cells being eosinophiles, the remainder a 
mixture of polymorphonuclears and lympho- 
eytes. The process is one that we classify as sub- 
acute cholecystitis. The wall shows slight but 
not marked evidence of necrosis. I should hard- 
ly think that it should have been cailed gan- 
grenous, although it was so described. 


The liver shows two rather definite lesions. 


At the periphery of the lobule surrounding all 
| the bile ducts there is a very marked leukocytic 
infiltration. Sometimes one finds polymorpho- 
‘nuclears within the ducts, but for the most part 
they are outside them in the surrounding portal 
tissues in the areas of the intrahepatic lym- 
phatics. This condition is quite uniform in its 
distribution throughout almost the entire liver. 
There is also a fairly marked central necrosis of 
the type that one sees with toxic processes of 
many types. The liver cells are narrow; in 
some places they have disappeared entirely. 
There is also some fibrosis in the center of the 
lobule as well as at the periphery. 

The pancreas shows a relatively quite slight 
necrosis of the acinar cells but a very consider- 
able degree of inter- and intra-acinar fibrosis and 
marked polymorphonuclear and lymphocytic in- 
vasion. There are a few spots of fat necrosis 
in the surrounding tissues, but there is none of 
the acute hemorrhage and mass of extensive fat 
necrosis that one gets in a typical hemorrhagic 
type of pancreas. This seems to be a diffuse 
interstitial inflammatory process. 

This case fits in very neatly with the views on 
the origin of cholecystitis that Graham worked 


out in his experimental animals. We have 
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marked hepatitis, cholecystitis and pancreatitis 

occurring simultaneously. According to 
Graham’s views the hepatitis would probably be 
the primary focus; then there would be an exten- 
sion via the hepatic lymphatics to the gall blad- 
der, and then further extension from the gall 
bladder, again through the lymphatic system 
into the pancreas. Of course this case has 
progressed so far that it would be impossible 
to do more than theorize as to where the infec- 
tion occurred first. It certainly is a fairly com- 
mon phenomenon to find all three parts of the 
‘system more or less equally involved, although 
the process is more marked in this case than we 
ordinarily see it. 

Have you any views as to the probability of 
that, Dr. Jones? 

Dr. Cuester M. Jones: No, I have not. The 
thing that has surprised me at operation not in- 
frequently, where there have been chronic gall 
bladder infections, has been the relatively slight 
amount of evidence of liver damage at the time 
except along the edge of the liver. That is, 
over a zone of half an inch or an inch one might 
get a little thickening and clearing; but it is 
surprising in very prolonged cases that there 
was not more gross evidence of liver disease. 

We certainly see a small group of patients who 
very definitely give a story of gall bladder in- 


fection with chills, fever, slight jaundice and 


very definite pancreatic involvement; we op- 
erate and do not find fat necrosis at all, but 
do find a swollen boggy pancreas and stone in 
the common duct and inflammation surround- 
ing the gall bladder and common duct, and we 
feel that there might well be in a short time 
an inflammatory process in the liver if the sit- 
uation is not clinically relieved. I think we 
do not see the clinical cases here giving evidence 
that most of the involvement is in the liver. 

Dr. Matuory: Graham and Judd both bi- 
opsied a number of livers in cases of acute or 
chronic cholecystitis and claim to have found 
evidence of hepatitis in every case. The evi- 
dence was often pretty slight, a few lympho- 
cytes in the portal spaces. 

Dr. Jones: Is it not true that most of their 
sections are taken from the edge of the liver? 
In other words in close proximity to the gall 
bladder there is this narrow zone. Further in 
there may be no evidence at all of hepatitis. 

Dr. Mauuory: Graham speaks of that; he 
says the process is most marked in the imme- 
diate neighborhood of the gall bladder, but is 
also demonstrable throughout the liver. I think 
there is no question of the validity of the lym- 
phatic connection between the gall bladder and 
the pancreas. We had two cases of carcinoma 
which I remember particularly. I could never 
make up my mind whether they were primary 
in the gall bladder or in the pancreas. There 
Was no cancer anywhere in the body except in 


the gall bladder, the pancreas and the lymphatics 
in between them. 

Dr. Jones: Clinically I have had the im- 
pression that the involvement of the liver in 
connection with gall bladder disease is more 
likely to be secondary rather than primary,— 
not much involvement of the liver except in 
cases that have gone several years with repeated 
attacks, in which case one might get cirrhosis, 
but only after long standing cholecystitis. 

Dr. Mauuory: It is certainly very difficult 
to judge from autopsy material. Experimental- 
ly it ean be either way. Injection of organ- 
isms into the gall bladder may produce hepati- 
tis, most marked in the immediate neighborhood 
of the gall bladder but spreading fairly dif- 
fusely throughout the right lobe. Im experi- 
mental animals one can also get it the other 
way, by injecting organisms into the portal vein 
producing hepatitis and marked cholecystitis 
secondary to that when the cystic duct and 
hepatic artery are tied; so that the extension 
must be direct from the liver. It cannot come 
via the bile duct. 


CASE 19193 
CIRRHOSIS AND CHOLELITHIASIS 
MeEpicaAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. CHESTER M. Jones: This is the case of 
a patient whom I saw on two short visits she 
made to the hospital. She was a woman of 
eighty-five years. She had been sent in be- 
cause of repeated recent attacks of right upper 
quadrant pain with some jaundice. During the 
preceding two or three days she had become 
much sicker, had had more or less pain and 
a little more intense jaundice. It was felt 
that she was critically ill. Her pain was so 
severe that she wished surgery. It seemed pretty 
clear before she was sent to the hospital that 
she had chronie gall bladder disease with stones 
and possibly a stone in the common duct, and 
although the operation was one that involved 
great risk it seemed that an operation was rea- 
sonable rather than let her develop a true cho- 
langitis without making any effort to prevent it. 
Her doctor and the family understood the risk 
before she came in. 

I believe she came up in the afternoon. She 
was a frail elderly woman, definitely jaundiced. 
She had an elevated temperature, a leukocytosis 
and a slightly enlarged liver with some tender- 
ness in the right upper quadrant. 

I felt that the diagnosis was certainly chole- 
lithiasis, but the story was very good of repeated 
attacks over many years with increasing fre- 
quency of the attacks, especially during the past 
two months, pretty characteristic of biliary colic. 
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Because of the temperature in connection with 
the jaundice I thought the chances of intra- 
hepatic infection were pretty good. She was 
obviously a very bad risk and it was decided to 
wait twenty-four hours to get her into better 
shape before attempting surgery. 

When she arrived she was very weak from 
the trip, and while she could be roused, it was 
only with some difficulty. She was given in- 
travenous glucose and apparently improved 
somewhat in the next few hours. The mental 
condition improved very definitely. The pulse 
and blood pressure picked up with intravenous 
glucose. Towards the beginning of the evening, 
however, she began to get worse and during 
the night she rapidly became worse and died. 


CLINICAL DIscussION 


Dr. Jones: I felt at the time that we might 
be dealing with an acute yellow atrophy as a 
terminal result of prolonged biliary tract cir- 
rhosis associated with gall bladder disease. The 
fact that I had felt the liver did not influence 
me very much in making that diagnosis, be- 
eause I think one can get a terminal atrophy 
on top of an old cirrhotic process. 

I think we discharged her with a diagnosis 
of cholelithiasis and probably cirrhosis of the 
liver and terminal yellow atrophy. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Cholelithiasis. 


ANATOMIC DIAGNOSES 


Chronic cholecystitis. 

Cholelithiasis. 

Localized peritonitis, right upper quadrant. 
ites. 

Jaundice. 

Obstructive cirrhosis of the liver. 

Arteriosclerosis, marked, abdominal portion 
of the aorta. 

Calcified leiomyoma of the uterus. 

Caleified left ovary. 


Discussion 


Dr. Tracy B. Matuory: We found in this 
patient a very extensive cholecystitis with a 
number of stones present and a somewhat dilated 
common bile duct suggesting that perhaps it 
had contained a stone at one time, although we 
found none at the time of autopsy. 

The liver was somewhat small and of quite 
definitely increased density. Even in gross it 
was fairly obvious that it was slightly cirrhotic. 

There was also very definite ascites, no very 
large amount but perhaps a few liters of fluid. 
One ordinarily never thinks that ascites is pos- 
sible in a purely biliary type of cirrhosis, and 
yet that is all we can make out. In that con- 


nection it is perhaps worth going back to the 
last case, Case 19192. That patient had edema 
of the ankles for several weeks before coming 
to the hospital. 

This liver is essentially like those in the other 
two cases, 19191 and 19192, but the process is 
not so marked as it was in either of those two. 
In the first one you remember there was an ex- 
treme degree of proliferation of the bile ducts 
with comparatively little leukocytic infiltration ; 
in the second, evidence of inflammation and a 
little proliferation of the bile ducts hut not very 
much. In this case we have a slight degree of 
both the conditions, an infectious process with 
perhaps a little obstructive element. The proc- 
ess seems to be uniform throughout the liver. 
The degree of cirrhosis is quite mild but I think 
definite. Here again there is enough leukocytic 
infiltration at the periphery of every lobule to 
make a fairly definite hepatitis. 

Dr. Beto VINCENT: Do you think the proc- 
ess is primary in the gall bladder or the liver in 
this case? 

Dr. Mauuory: I should think in the gall 
bladder. We know we have a long standing 
process in the gall bladder here, with chronic 
cholecystitis and stones. The process in the liver 
looks like a fairly recent one. 

Dr. Jones: Theoretically she should have 
been operated on long before, when having typi- 
eal attacks of biliary colic. 

The case raises one question for which I have 
no explanation at all, but I should like to men- 
tion it because I have seen the same thing hap- 
pen in two other cases. In this instance the pa- 
tient had gall stones but had no stone impacted 
in the cystic duct. It was far in the gall blad- 
der rather than being located in the cystic duct. 
I should like to raise the question as to whether 
her pain, which was fairly intense and was the 
main reason for operation, should be consid- 
ered due to intrahepatic disease or not. Last 
autumn I saw two patients who clinically had 
typical cirrhoses of the liver, both of them 
aleoholic in type, and both proved subse- 
quently by autopsy. They went along the 
usual course, eventually developed ascites and 
required repeated paracentesis and then had a 
very peculiar ending consisting of acute abdom- 
inal pain, epigastric in location and severe 
enough so that the physician thought at first 
that it might be a surgical emergency with 
spasm and a very slight rise in temperature. 
That pain and tenderness persisted in one of 
the cases for two days; then death ensued. At 
autopsy nothing was found in that case to ac- 
count for the pain. We made a very careful 
search to see if there was a portal thrombosis, a 
thrombosis of the splenic vein, some accident 
that might have caused the pain; there were no 
gall stones, no evidence of having had pain in 
the past, no acute yellow atrophy. I have seen 
acute yellow atrophy several times that has been 
fairly rapid in its course; but these patients did 
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not have atrophy, although they had small nod- 
ular livers. It seems probable that in a certain 
stage in cirrhosis one may have acute attacks 
of pain sufficiently severe to make one call a 
physician for the question of a surgical emer- 
gency. I wonder if one might consider that this 
represents another instance, instead of attribut- 
ing the pain to gall stone colic. She died within 
a few days after the onset of very severe pain. 


I have never seen it in the literature and never 
heard it commented on before. I have seen 
two cases, and I wonder if this is a third. 

Dr. Matuory: You get that pain in acute yel- 
low atrophy. It is not uncommon at all. 

Dr. JonEs: Dr. Vincent saw two or three of 
these cases that had ascites. We made the mis- 
take of operating on two of them against his ad- 
vice. The pain was agonizing. 


| 

i] 

| 

' 


NO. 19 


EDITORIAL DEPARTMENT 


1015 


The New England | 
Journal of Medicine 


SUCCESSOR TO 
Tue Boston MEDICAL AND SURGICAL JOURNAL 


Established in 1888 


Published by THE MASSACHUSETTS MEDICAL SOCIETY 
under the jurisdiction of the 


CoMMITTEE CN PUBLICATIONS 
Homzr Gacs, Joun W. M.D. 


M.D. 
I. B. Oscoop, M. 
HaRD M. Sm1tH, M.D. 


EpitoriaL 
StsPHen RvusHMors, M.D. 
Hans Zinssee, M.D. 
BENJAMIN WHITB, PH.D. 
Henry R. 


. Rem Hont, M.D. 
JouHN P. SUTHERLAND, M.D. 
R. Minot, M.D. 
Frank H. Laney, M.D. 
SHIELDS WARREN, M.D. 
Georce L. Tosey, Jz., M.D. 
Cc. Guy Lang, M.D. CHABLES Cc. LUND, M.D. 
ILLIAM A. RoGers, M.D. 


Watters P. Bowers, M.D., Managing Editor 


AssociaTB Ep!Tors 


G. Smirn, M.D. B. Baszp, M.D. 
JosEPH GARLAND, M.D. 


THE NEW HAMPSHIRE MEDICAL SOCIETY 
PUBLICATION COMMITTED 
D. E. Svuttivan, M.D. 


H. H. Amspsan, M.D. 
R. H. Marcotrs, M.D. 


THE VERMONT STATE MEDICAL SOCIETY 
PuBiicaTiON CoMMITTESB 
Wittus G. Ricxgzr, M.D. 


Cc. F. Datton, M.D. 
E. A. STaN.LeEy, M.D. 


UBSCRIPTION TERMS: $6.00 per year in advance, postage paid 
on the United States, Canada $7.04 per year, $8. 52 per year 
for all foreign countries belonging to the Postal Union. 


agian for early publication should be received not later 
t on Saturday. Orders for reprints must be sent to 
the 8 The Fenway. 

The Journal does not hold itself responsible for statements 
made by any contributor. 

Communications should be addressed to The New England 
Journal of Medicine, 8 The Fenway, Boston, Mass. 


THE OCCURRENCE OF MULTIPLE 
CANCERS 


THE occurrence of multiple primary malig- 
nant tumors in the same person, once regarded 
as a pathologic curiosity, may throw consid- 
erable light on the problem of individual sus- 
ceptibility or resistance to the development of 
eancer. While in general, in spite of great im- 
provement that has been made in the past few 
years, cancer statistics are still in a somewhat 
chaotic state, the more recent data accumulated 
are such as to warrant the drawing of at least 
tentative conclusions from them. Particularly 
in regions such as Massachusetts, where both 
lay and medical attention have been sharply fo- 
cused on the cancer problem for a number of 
years, statistical data should be at least ap- 
proaching reasonable accuracy. 

The occurrence of more than one malignant 
tumor in a given person obviously may rest 
on chance alone. However, if there be fewer 
occurrences of multiple tumor than chance 


would lead one to expect, there may be a con- 
stitutional resistance to cancer, or, if there are 
more, there may be a definite susceptibility. 
Unfortunately most of the studies in this field 
have been case reports, emphasizing multiple 
occurrence more as a pathological curiosity than 
as a possibly significant phenomenon. Only 
a few investigations from the statistical stand- 
point, such as those of Junghanns' or Brandt 
and Jekabson?, have been made, and, moreover, 
the data on which their norms are based are 
somewhat open to question. 

The more detailed study of Warren and 
Gates*, using recent Massachusetts statistics, of- 
fers somewhat more satisfactory material from 
which to draw conclusions. On the basis of 
their study, chance alone should give a rate 
of cancer with cancer in the neighborhood of 
8 per 1000, grouping together both sexes and 
all ages, and handling the figures so as to 
weight them in favor of a greater rather than 
less frequency of chance occurrence. 
of this rate, however, the actual figures, based 
on over 1000 autopsies on cancer cases taken at 
random from several hospitals, give a rate of 
37 per 1000 cancer cases for multiple malig- 
nancy. 

Thus multiple cancers occur much more fre- 
quently than chance can explain. This rather 
forces us toward predicating either a predis- 
position to the occurrence of cancer or else some 
peculiar constitutional factor tending to favor 
the development of malignant disease. The 
studies made thus far indicate the value of this 
means of approach to an important aspect of 
the cancer problem and should stimulate fur- 
ther work along this line. Let us hope that 
in the future we will have more comprehensive 
statistical studies on this point and fewer 
ephemeral case reports that do little but fog 
the literature on the subject. 
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‘*THE CHILDREN’S HOUR’’ 


WirtH the White House Conference on Child 
Health and Protection a thing of the very re- 
cent past and with its soul still marching on; 
with its outgrowth, the Massachusetts Child 
Council, a thing of the very real present; with 
the American Academy of Pediatrics pledged to 
earry the torch still further forward; with child 
guidance and habit and mental hygiene clinics 
springing up like mushrooms over the length 
and breadth of the land, and with May Day— 
set aside by Congress as Child Health Day—re- 
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cently past, it would seem as if modern civi- 
lization had decreed for the child a seamless ar- 
mor for his protection. 

Even industry, in a big way, has gone in for 
child protection. The right foods with a proper 
vitamin content are assured him in the adver- 
tising pages of every reputable magazine; the 
correct cod liver oils (or substitutes) guarantee 
to keep the bloom of youth in his cheeks and 
guard him against colds and rickets; the right 
tooth pastes render him forever immune to pink 
tooth brush; the proper toilet tissues, like the 
proverbial apple, conspire to keep the doctor 
away. 

A full page advertisement of a well-known 
breakfast food company, of Battle Creek, Mich- 
igan, in the Parents’ Magazine, shows an inno- 
cent child sleeping, his head pillowed upon his 
arm. The legend runs ‘‘This way to Dream- 
land. Tonight, serve .... for the children’s 
evening meal. These crunchy-crisp flakes are 
not only a delicious treat, but they are rich in 
energy and very quick to digest. They encour- 
age restful sleep.’’ 

There are, however, cracks in the armor, and 
poisoned darts are already penetrating them. 
For indisputable evidence we would invite ev- 
ery intelligent parent with a mental age of thir- 
teen or over to listen in on the radio programs 
served up to meet his child’s needs during the 
two evening hours preceding bed time; then let 
him continue to wonder why the children have 
nightmares and do not do so well at school. 

One spoon fed program seems to have met 
universal child favor, although it is outdone by 
others in both stimulating effects and fatuous- 
ness. It describes the adventures of a sort of 
twentieth century Rip Van Winkle who goes to 
sleep in 1918 and awakens five hundred years 
later. Shadows of peace conferences and our 
strivings in a war to end all war; North Amer- 
ica is overrun by the terrible Red Mongols, 
‘‘eruel, greedy and unbelievably ruthless’’! For 
children who are still able to concentrate on the 
printed word, a summary of the story can be 
obtained by the sponsors for the asking. It de- 
seribes in words like these the gentle pastimes 
of the Red Mongols. 

‘‘In their great battle craft, sliding across 
the sky as though riding on columns of scin- 
tillating light, they drove like a scourge over 
all North America, with their terrible disinte- 
grator rays blasting men and entire cities into 
nothingness. Where these beams fell, matter 
simply ceased to exist, and an instantaneous 
flicker was sufficient to gash the landscape with 
channels and canals sometimes a hundred or 
more feet deep and leave iridescent, vitreous 
sears where soft earth had been before.’’ 

We have called attention before in these col- 
umns to the naive maxim of Big Business-—‘‘ Let 
not thy right hand know what thy left hand 
doeth.’’ 


THIS WEEK’S ISSUE 


ConTaIns articles by the following named au- b 


thors: 


Houtmes, Grorce W. M.D. Tufts College 
Medical School 1906. Roentgenologist, Massa- 
chusetts General Hospital. Clinical Professor 
of Roentgenology, Harvard Medical School. Ad- 
dress: Massachusetts General Hospital, Boston. 
Associated with him is 

Hampton, Ausrey O. M.D. Baylor Uni- 
versity College of Medicine 1925. Assistant 
Roentgenologist, Massachusetts General Hospi- 
tal. Assistant in Roentgenology, Harvard Med- 
ical School. Address: 35 Hutchinson Road, 
Arlington, Mass. Their subject is ‘‘The Im- 
portance of Location in the Differential Diag- 
nosis of Benign and Malignant Gastric Ulcera- 
tions.’’ Page 971. 


Barney, J. DELLINGER. A.B., M.D. Harvard 
University Medical School 1904. F.A.C.S. Chief 
of Service, Urological Department, Massachu- 
setts General Hospital. Assistant Professor of 
Genito-Urinary Surgery, Harvard Medical 
School. His subject is ‘‘Psoas Abscess of Pyo- 
genie Origin.’? Page 977. Address: 87 Marl- 
boro Street, Boston. 


Van Erren, N. B. M.D. Bellevue Hospital 
Medical College 1890. Medical Director, Mor- 


risania City Hospital, New York. Chairman, ~ 


Medical Board, Union Hospital, New York. 
Trustee, Medical Society of the State of New 
York. His subject is ‘‘ Constructive Suggestions 
for a Medical Program.’’ Page 988. Address: 
300 East Tremont Avenue, New York, N. Y. 


Cram, ALBERT M. M.D. George Washington 
University 1912. Health Officer of Bridge- 
water, Vermont. Formerly Vice-President of 
the Vermont State Medical Society. His sub- 
ject is ‘‘ Diagnosis and Treatment of Trigeminal 
Neuralgia.’’ Page 1003. Address: Bridge- 
water, Vermont. 


FLETcHER H. B.S., M.D. Harvard 
University Medical School 1918. Associate 
Urologist, Massachusetts General Hospital. As- 
sistant in Genito-Urinary Surgery, Harvard 
Medical School. Assistant Urologist, Palmer 
Memorial and Huntington Memorial Hospitals. 
His subject is ‘‘Progress in Urology.’’ Page 
1007. Address: 205 Beacon Street, Boston. 


Massachusetts Medical Society 
THE ANNUAL MEETING 


PLANS are nearing completion for the One- 


Hundred and Fifty-Second Annual Meeting of 


the Massachusetts Medical Society, to be held 
at the Hotel Statler in Boston on June 5, 6, and 
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7. Six section meetings have been arranged, 
medical and surgical clinics will be given, and 
the largest number of scientific and commercial | 0 
exhibits in the history of the society meetings 
will be on view. 


The meeting will open on Monday morning, 
June 5, with clinics given by the staff at the 
Peter Bent Brigham Hospital. Following the 
clinies there will be a luncheon for the attending 
Fellows and their friends. On Monday after- 
noon there will be two section meetings at the 
hotel. At the Section of Obstetrics and Gynecol- 
ogy, Frederick C. Holden, Director of the De- 
partment of Gynecology at the Bellevue Hospi- 
tal in New York, will discuss pelvic inflamma- 
tion; Foster S. Kellogg of Boston will talk on 
placenta praevia, and Carmi R. Alden of Boston 
will deal with the use of pituitrin in obstetrics. 
Meanwhile in the Section of Tuberculosis, Alton 
S. Pope of Boston will discuss pulmonary tuber- 
culosis in adolescence; George W. Holmes of 
Boston will deal with the roentgen examination, 
and J. Burns Amberson, Jr., of New York will 
tell of the changing aspect of tuberculosis treat- 
ment. 

In the Section of Medicine Tuesday morning, 
the lecturers will be Joseph C. Aub of Boston, 
‘*Progress in the Study of Internal Secretions’’ ; 
Henry Finkel of Boston, ‘‘Present Status of 


Our Knowledge of the Ovarian Hormones’’; 


Fuller Albright of Boston, ‘‘ Hyperparathyroid- 
ism, its Diagnosis and Exclusion’’; Frank A. 
Hartman of Buffalo, ‘‘Certain Functions of the 
Adrenal Cortex,’’ and Tracy J. Putnam of Bos- 
ton, ‘‘The Present Status of Disease of the 
Hypophysis.’’ 

In the Section of Radiology and_Physiother- 
apy, also on Tuesday morning, William H. 
Schmidt of Philadelphia will talk on fever ther- 
apy, Eugene P. Pendergrass of Boston on pneu- 
moconiosis, and George L. Stivers of Worces- 
ter on the use of surgical diathermy in pulmo- 
nary tuberculosis. 


‘Richard H. Miller of Boston will first take 
the floor in' the Tuesday afternoon Section of 
_ Surgery with a discussion of umbilical hernia, to 
be followed by John H. Moorhead of New York, 
Henry C. Marble of Boston and Mr. James H. 
Holland of Boston, who will deal with other as- 
pects of hernia. The annual dinner will take 
place on Tuesday evening. 

A discussion of pediatrics on Wednesday 
morning will conclude the section meetings. 
Richard B. Cattell of Boston will talk on dis- 
eases of the thyroid gland in children, Cleophas 
P. Bonin of Boston will tell of pediatric treat- 
ment of dental cripples, Edwin T. Wyman will 
speak on vitamin D milk, and Paul W. Emerson 
will discuss the feeding of human milk preserved 
by freezing. 

Of particular interest among the scientific ex- 
hibits will be a demonstration of the cranial 


nerves by means of colored motion pictures, to 
be shown in the Ball Room of the hotel at 10 

’elock on Monday by Philemon E. Truesdale of 
Fall River. 

The Shattuck Lecture, scheduled for Monday 
evening, will be given by Elliott Carr Cutler, 
Moseley Professor of Surgery at the Harvard 
Medical School. His subject will he ‘‘The QOri- 
gin of Thoracic Surgery.’’ The annual dis- 
course, to be held on Wednesday afternoon, will 
be delivered by Channing Frothingham of Bos- 
ton. Subject: ‘‘The Trend of Medicine in the 


‘Twentieth Century.”’ 


COMMITTEE ON PUBLIC HEALTH 


MassacHusetts has shared in the increase in 
fatality of acute appendicitis which has become 
evident in the United States during the past 
twenty years. The plan for reducing this mor- 
tality which was successfully carried out by the 
Philadelphia County Medical Society in 1931, 
suggests that similar results might be obtained 
in Massachusetts. Representatives of the State 
Department of Health, the Boston Retail Drug- 
gists Association, the Massachusetts State Phar- 
maceutical Association and the Committee on 
Public Health of, the Massachusetts Medical So- 
ciety have conferred and decided to project a 
publicity week, similar to that organized by the 
Philadelphia Society. The date fixed for this 
is the week of June 12. The physicians of the 
State hold their annual convention during the. 
preceding week, and the druggists. during the 
week itself, thus giving favorable opportunity, 
to place the subject before the individual mem-. 
bers of these groups. The John Haneock Life 
Insurance Company also plans to publish one. 
of its popular leaflets on the — at: about. 
this time. 

The wording to be used on anette and all 
other printed matter has been carefully edited 
by the Committee on Public Health with the 
aid of selected surgical consultants. It is.hoped 
that a measurable reduction of the time lost be- 
tween the onset of the pain and the seeking 
of medical advice will be observed here, as it 
was in Philadelphia where one hospital reported 
a reduction of twenty-five per cent in this lost 
time, together with a reduction of nearly fifty 
per cent in the mortality of acute appendicitis 
after the publicity period. Several of the larger 
hospitals are already codperating with the State 
Department to secure controlled data from 
which the effects of this campaign may be judged 
at a later date. 

The Committee on Public Health plans to fur- 
nish to the Fellows of the Society, on request, 
3x5 ecards on which the following will be 
printed : 
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APPENDICITIS 


For Abdominal Pain Call a Doctor 
It May Mean Appendicitis 
Avoid Laxatives 
Apply Ice Bag 
Take No Food or Medicine 


In smaller print on the same card will ap- 
pear a statement of endorsement by the Com- 
mittee on Pablic Health and the other codper- 
ating agencies. The drug stores wili distribute 
similar messages as well as display them in their 
windows. 


The Fellows of the Philadelphia County Med- 
ical Society distributed thousands of copies of 
such statements. It is hoped that the demand 
for these cards from our Fellows will be large. 
The Committee would appreciate early orders, 
which should be addressed to the Committee on 
Public Health, Massachusetts Medical Society, 
-8 The Fenway, Boston, Massachusetts. 


— 


BOSTON MEDICAL LIBRARY 


BOSTON MEDICAL HISTORY CLUB 


THE Boston Medical History Club on April 
21, 1933, celebrated the three hundredth anni- 
versary of the birth of Antony Leeuwenhoek 
(1632-1723). 


Addresses were made by Profs. G. H. Parker 
and Benjamin Spector, the Dutch moving pic- 
ture film of Leeuwenhoek’s work was shown and 
the collection of microscopes, illustrating the de- 
velopment of the instrument made by Dr. Har- 
old Ernst and loaned through the courtesy of 
the Harvard Medical School, was exhibited. The 
appearance of Professor Dobell’s biography of 
Leeuwenhoek, a recent acquisition at the Libra- 
ry, made possible a recognition of this great 
scientist’s work. 

We are appropriately indebted, to a distin- 
guished English protozodlogist, Clifford Dobell, 
for a scholarly and instructive review of the life 
and letters of this remarkable character. The 
relations of Holland and England have been 
subject to fluctuations extending from the enmi- 
ty that provokes war to friendship engendered 
by the common interests of commerce, industry, 
the arts and science growing out of inter-rela- 
tions in ruling houses. It is worthy of note that 
whether in peace or at war, there was never an 
effective embargo enforced against exchange of 
the products of scientific investigation. At the 
period of Leeuwenhoek’s prime, these two na- 
tions were at peace under the beneficent rule of 
William III of Orange and Great Britain. The 
great East India Company, an English organi- 
zation, maintained offices and warehouses at 
Delft, Leeuwenhoek’s native town. One of his 
first wife’s relatives was a cloth merchant in 
Norwich, England. So there seem to have been 


sentimental reasons why Leeuwenhoek should 
have affiliated himself with English science as 
intimately as he did, aside from the fact that 
the energetic first secretary of the Royal So- 
ciety succeeded in attracting his communications 
to London, where they have been preserved these 
two hundred and fifty years and the last have 
only just now been given due publicity. 

Whence came Leeuwenhoek’s call to the pur- 
suit of science is not apparent from considera- 
tion of his ancestral tree. There were no scien- 
tists among its branches. His father was an 
humble basket maker and his mother’s family 
were brewers, respected but in no way distin- 
guished for intellectual achievements. His father 
died when he was five years of age and he was 
sent to school at a small town near Leyden. 
Later he lived with an uncle who was an at- 
torney. As he seems never to have been taught 
Latin, it is assumed he was not designed for a 
University career. He knew no language save 
his own but he must have acquired a taste for 
mathematics and the physical sciences, and these 
later were his predominant interests. When he 
was sixteen, his stepfather died and Antony 
was sent to Amsterdam as an apprentice in a 
draper’s shop. He shortly learned the business 
and was employed as bookkeeper and cashier. 
While in Amsterdam he made the acquaintance 
of Swammerdam who was so much his junior 
that it does not appear likely that either of them 
had anything to give the other in respect to 
their future interests in microscopy. However, 
this period is a blank as to Leeuwenhoek’s life; 
all that is known is that he spent some time in 
‘Amsterdam, returning to Delft in 1654 where 
he married, bought a house and shop and settled 
down to spend the remainder of his days in that 
eity. In old age, he was one of the interesting 
personalities of the town. Here he brought his 
first wife who bore him five children, only one 
of whom lived as Jong as he did. His first wife 
died in 1666 and he married a second time. One 
child, who died in infancy, was the result of this 
marriage, his second wife passing away in 1694. 
It is probable that he carried on the draper’s 
and haberdasher’s business for several years. He 
was appointed as Chamberlin to the Sheriffs of 
Delft which post he occupied until his death, a 
period of 39 years. It is probable that he did 
not personally attend to many of the more me- 
nial duties of that office. 


In 1669 he received authorization, after being 
duly examined, to serve as an official surveyor. 
This position implies a certain aptitude for 
mathematics which he must necessarily have pos- 
sessed in order to have been able to understand 
the art of preparing his lenses. Indicating the 
respect in which he was held in Delft,-it is in- 
teresting to note that he was appointed to ad- 
minister the estate of Johannes Vermeer, the 
artist, who had died, intestate. He held one 
other municipal office, that of a wine-gauger. 
This demanded of him the duty of testing all 
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wines that were brought into the town and 
calibrating the measures and vessels in 
which they were stored. From these sources, he 
apparently derived his income. All this time he 
must have been engaged, during his spare mo- 
ments, in the work which has made him famous 
but strangely enough there is no clue as to when 
and where he did it. In 1673, he appears for 
the first time in the réle of an amateur scientist 
in a paper to the recently founded Royal So- 
ciety of Londen, upon the sting, mouth struc- 
ture, and eye of the bee, and certain 
observations upon mould. The offer of 
this paper to the Royal Society was brought 
about by de Graaf, a fellow townsman of Leeu- 
wenhoek who had seen his work and had op- 
portunity to compare his lenses with those of an 
Italian, Eustachio Divini, who had. been making 
microscopes in Italy. de Graaf was acquainted 
with Oldenburg, the Secretary of the Royal So- 
ciety and it was through him that Leeuwenhoek 
received the opportunity to give prominence to 
the scientific character of his work. Later Leeu- 
wenhoek received strong commendation from 
Constantijn Hiiygens, father of the famous 
mathematician and astronomer. 

From the date of Leeuwenhoek’s first com- 
munication to the Royal Society in 1673 until 
1723 he sent frequent letters there, all his writ- 
ings being in that form. He never essayed 
a formal paper but preserved a style that 
was conversational throughout his communica- 
tions, just as if he were talking directly with 
his correspondent. He always wrote in the old- 
fashioned Dutch, a fact that has stood in the 
way of an earlier recognition of the value and 
interest in his work. Seven years after he began 
to send his letters to the Royal Society it was 
suggested to him by the then Secretary, Mr. 
Hooke, that he ought to become a member and 
during the year that this suggestion was made, 
Leeuwenhoek had the great satisfaction of being 
unanimously elected, an honor which he always 
cherished. Evidence, so far, is lacking that 
Leeuwenhoek was ever duly enrolled a member 
of the Paris Academy of Science, though it 
would appear that he was proposed as a corre- 
sponding member. He worked alone, was jeal- 
ous of his own endeavors, declined to teach any 
one the art of grinding lenses, traveled very 
little and was so cut off from others who might 
have collaborated with him that by the close of 
_ the seventeenth century, at a time when he had 
been pursuing his studies for 25 years, he was 
practically alone as a microscopist. On his one 
foreign excursion, of which there is any account, 
Leeuwenhoek carried his microscope and made 
certain observations upon the minute structure 
of chalk, which he obtained from the vicinity of 
Dover, in England. This was five years before 
he sent his first letter to the Royal Society. As 
his work became more generally known, he was 
sought by many distinguished visitors, notably, 
Peter the Great, whom Professor Dobell desig- 


nates the progenitor of ‘‘the man frum Mis- 
souri,’’ for the most frequent remark he was 
heard to make was: ‘‘ Dat wie ik zien’’ (I want 
to see that). Of the many who visited him, it 
is strange that scarcely any have left a record 
of what they saw or their impressions of the- 
man. A young Irishman, Molyneux, was com- 
missioned by the Royal Society to call on Leeu- 
wenhoek and send back a report. ‘This he did 
and seemed to have been most impressed by 
Leeuwenhoek’s jealous guardianship of his work 
and the tools with which he did it. He was ap- 
parently disappointed that the microscopes did 
not show greater magnification for he said he 
had seen others just as good in that respect, but 
he did admit that the objects were far clearer 
than under any other lenses. He also stated that 
Leeuwenhoek had other and more powerful in- 
struments that he would not show. As he be- 
came an old man, he was obliged to restrict the 
number of his visitors, evidently often to his 
own great regret, and there are numerous let- 
ters apologizing for his seeming discourtesy. 
When Boerhaave and Ruysch went over from 
Amsterdam to see him, he wrote to a relative 
and explained how sorry he was that their visit 
was cut short on account of his (Leeuwen- 
hoek’s) indisposition. 

That Leeuwenhoek labored under no delusions 
as to the final accuracy of his writings is evident, 
for he frequently expressed himself as pre- 
pared to alter his opinions as new light might 
be thrown upon any subject on which he had 
reported. He never confused his observation 
of facts with theories which he might have ad- 
vanced, suggested to him by those observations, 
for when setting forth his facts he always wrote 
in this way: ‘‘I have observed,’’ but when he 
ventured to interpret, he wrote: ‘‘I imagine’’ 
or ‘‘I figure to myself’’. Aside from Leeuwen- 
hoek’s election to the Royal Society of London. 
and probably to a corresponding membership 
in the Academy of Sciences in Paris, he was 
the recipient of a silver medal from the Faculty 
of Louvain University, a copy of which is in the 
Storer collection at the Boston Medical Library. 
This was accompanied by a panegyric in the 
form of Latin verses composed by one of the 
professors at the University. This, Van Loon 
presented to him during his eighty-fourth year. 
Conscious for more than a year that his life’s 
work was nearly finished, he still preserved his 
interest in the observations he had made and 
continued to make. <A publisher in Delft is au- 
thority for the statement that this interest was 
maintained up to within 36 hours of his death, 
which occurred on the twenty-sixth of August, 
1723. He was buried in the Old Church of Delft 
where his devoted daughter erected a monument 
to his memory. Leeuwenhoek bequeathed to the 
Royal Society a cabinet containing twenty-six 
microscopes of his own make, mounted by him 
in silver. The acknowledgment of their re- 
ceipt by Martin Folkes, Vice-President of the 


| 
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Royal Society, appearing in the Transactions of 
that Society for November and December, 1723, 
Dobell remarks, may be regarded as a funeral 
oration in the absence of any other. In this 
Folkes states that so numerous were Leeuwen- 
hoek’s discoveries that their description fills 
four large quarto volumes and covers an end- 
less variety of subjects bringing up entirely new 
views oi many matters. He was a pioneer in 
many zoological fields and it is truly remarkable 
how accurate were most of his observations in 
view of the imperfections of his instruments. In 
botany and erystallography, he made many ac- 
curate studies and his descriptions of protozoa, 
the circulation of the blood in fishes and the 
tails of tadpoles and comparisons of the sper- 
matozoa of the human and other mammalian 
subjects have made his name famous. He even 
ventured to study the explosive action of gun- 
powder under the microscope. The secret of his 
suecess is difficult to discover. It is thought by 
some that it lay in the preparation of his spec- 
imens or possibly in the extraordinary keenness 
of his own eyesight, though Dobell feels there 
is ground for the belief that he was acquainted 
with methods of illumination of the microscopic 
field which he never disclosed. He was in no 
sense the discoverer of the properties of convex 
lenses though he, doubtless, was ed of a 
knowledge of how to grind them so that the defi- 
nition of the objects studied was much sharper 
than under any other lenses of the period. He 
did nothing to perfect the compound microscope, 
the principles of which were vaguely understood 
even in his day, but what he did do, in spite of 
his limitations, was to record a great number of 
extraordinarily accurate observations in the field 
of Zodlogy and Protozodlogy that permit him to 
be credited with laying the foundations for the 
subsequent development of those sciences. 

In Professor Dobell’s volume, ‘‘ Leeuwenhoek 
and His Little Animals’’, will be found a trans- 
lation from the original Dutch of the hitherto 
unpublished communications of Leeuwenhoek to 
the Royal Society with: evaluating comments 
by the translator (Professor Dobell) together 
with correspondence and other evidence offered 
by the Secretary and committees of the Royal 
Society who sought to authenticate the observa- 
tions that Leeuwenhoek had sent them. These 
deal with free living Protozoa and Bacteria, the 
Protozoa of Frogs, Bacteria of the human 
mouth, Volvox, Vorticella, Rotifers, Coleps, Hy- 
dra and many inhabitants of rain water, such 
as Duck-weed and ciliated animaleules of va- 
rious kinds. 

There is included a careful description of his 
microscopes, his micrometry, a list of his pub- 
lications in Dutch, Latin and English, together 
with a complete bibliography, compiled by the 
author, indicating the original sources from 
which he procured his information. In a final 
chapter, the author gives his reasons for as- 


signing Leeuwenhoek to the place he believes 
he should occupy as the ‘‘Father of Proto- 
zoology and Bacteriology.’’ The last paragraph 
of this chapter, a quotation from one of Leeu- 
wenhoek’s letters, is worth quoting as evidence 
of the scientific spirit which animated the man. 

“As I aim at nothing but Truth, and, so far 
as in me lieth, to point out Mistakes that may 
have crept into certain Matters, I hope that in 
so doing those I chance to censure, will not take 
it ill; and if they would expose any errors in 
my own Discoveries, I’d esteem it a Service; 
all the more, because ’twould thereby give me 
encouragement towards the attaining of a nicer 
accuracy.’’ 


MASSACHUSETTS LEGISLATIVE 
NOTES 


H. 926—Petition of Joseph A. Conway for certain 
amendments of the law relative to registration and 
practice of chiropractors—has been referred to the 
next annual session. 


H. 755, 897, 898, 899, 900, 901, 902, 904 and 1010, 
bills which refer to changes in the industrial ac- 
cident law, have been given leave to withdraw. 

H. 1369 — The committees on Agriculture and 
Public Health, sitting jointly, to which was re- 
ferred the petition (accompanied by bill, House, 
No. 704) of Harvey G. Turner that the production, 
grading, sale and distribution of milk be regulated 
further, report the accompanying bill (House No. 
1369). 


H. 1376 — The committees on Agriculture and 


Public Health, sitting jointly, to which was re- 
ferred so much of the Governor’s Address (Senate, 
No. 1) as relates to better protection of milk pro- 
ducers and to sale of dairy products to distributors, 
report the accompanying ‘bill (House, No. 1376). 


CORRESPONDENCE 


REASONS FOR FEW CASES OF INCIPIENT 
TUBERCULOSIS 


Editor, 
The New England Journal of Medicine, 

Dr. Walter C. Bailey in the Journal of May 4 
inquires if the anti-tuberculosis game is in the posi- 
tion of stalemate and Dr. George H. Bigelow is re- 
ported in the press as saying that 80% of Middle- 
sex Co. Tuberculosis Hospital cases are in groups 
2 and 3. 

Perhaps one very small but practical reason for 
so few incipient cases is because considerable cau- 
tion has to be used on account of the card in the 
State’s Sputum Test Package. This card, seen, and 
often filled out by the patient, is headed in large 
type TUBERCULOSIS. Questions follow as _ to 
“Clinical Diagnosis,” “Duration of Disease,” and 
“Any other cases in the same household.” Such a 
card is terrifying to a person who is perhaps a lit- 
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tle run down and depressed, and on whom no diag- 
nosis has been made. Our excellent state laboratory 
of course depends on the microscope rather than on 
“clinical diagnosis,” etc., for its findings. : 

A more important reason for a lack of group 1 
cases is that incipient tuberculosis often cannot be 
positively diagnosed and no case can be admitted 
to a State or County Tuberculosis Hospital until 
someone has been willing and able to make the 
positive diagnosis. 

An unjustified positive diagnosis is likely to be a 
serious handicap to the patient for a long time. 

Admission of questionable cases brings up many 
dangerous problems. 

Sincerely yours, 
RicHarp Dutton, M.D. 
Wakefield, Massachusetts, 
May 8, 1933. 


ENDORSEMENT OF HOUSE BILL 519 


18 Channing Road, 
Belmont, Massachusetts, 
May 2, 1933. 
Editor, 
The New England Journal of Medicine, 

At a meeting of the Belmont Medical Club on 
April 28, 1933, it was resolved that the Club de- 
clare itself unanimously in favor of House Bill 
519—“An Act relative to the Liens of Physicians, 
Nurses, and Hospitals for Services rendered in 
the Treatment of Injuries for which the Patient 
receives Compensation.” 

It was further resolved that copies of this reso- 
lution be sent to our State Senator, State Represen- 
tatives, and to the New England Journal of Medi- 
cine. 

Very truly yours, 
EpwarD A. CUNNINGHAM, President, 
Leo A. BLacKLow, Secretary. 


A QUESTION OF PRIORITY IN INTERPRETA- 
TION OF THE SLOWING OF THE FETAL 
HEART BEAT 


April 29, 1933. 
Editor, 
The New England Journal of Medicine, 

In the March twenty-third issue of this Journal 
Dr. M. A. Castallo, of Providence, offers “A Hypo- 
thetical Explanation of the Slowing of the Fetal 
Heart Beat.” The “explanation is copied from @ 
paper read by Dr. Morris Leff at the New York 
Academy of Medicine, May 24, 1932, and published 
in the American Journal of Obstetrics and Gyne- 
cology, December, 1932. - 

For the sake of scientific accuracy and in fair- 
ness to the originator of the theory, please publish 
these facts. 

Respectfully yours, 
IstpORE WEISBERG, M.D. 

551 Commonwealth Avenue, 

New York City. 


May 2, 1933. 
Hditor, 
The New England Journal of Medicine, 

Your letter of May first instant is at hand. 

The statement of Isidore Weisberg that my ex- 
planation of the fetal heart was copied from a 
paper by Dr. Morris Leff read to the New York 
Academy of Medicine, May 24, 1932, and published 
in the American Journal of Obstetrics and Gyne- 
cology, December, 1932, is unfounded in fact. 

A summary of my explanation which was 
prompted by a suggestion from Dr. William Cald- 
well, Assistant Director of The Sloane Hospital for 
Women, in New York, was given to Dr. Caldwell 
some time in 1931 while I was a house officer in 
that institution, a year or more before Dr. Leff’s 
paper was read. 

During this time I was unaware of Dr. Morris 
Leff’s work or his publications along this line. I left 
New York in January, 1932, to come to Providence. 
Priority of publication, of course, goes to Dr. Leff. 

I am sending a copy of this letter and the one 
sent to me by you to Dr. Caldwell asking him to 
verify my statements on this matter. 

Sincerely, 
M. A. CasTALio, M.D. 


RECENT DEATHS 


DR. PHILIP WEBB DAVIS 


The physicians of New England will sympathize 
with the family of Dr. Philip Webb Davis of Port- 
land, Maine, who lost his life April 26, 1933, when 
his automobile plunged into the Little River on the 
South Windham road. 

Dr. Davis had occupied the position of Secretary 
to the Maine Medical Association since 1930 and was 
also Editor of the Maine Medical Journal. In these 
positions he had served the State Association ac- 
ceptably. He served for twenty-seven years on the 
Staff of the Maine General Hospital and as Captain 
in the Medical Corps during the World War. 

He is survived by his widow, Mrs. Grace S. Davis, 
daughter of George Seiders, Esq., former Attorney 
General of Maine, and three children, Catherine, 
Mary and George. 


BLOOM — Davin N. Btoom, M.D., of Brookline, 
Massachusetts, died suddenly in Boston, May 3, 
1933. 

He was born in Poland, seventy years ago, and 
came to this country about 1893. He graduated in 
medicine from the University of Baltimore Medical 
School in 1904. He is survived by his widow and 
three daughters. 


BRIGHAM — CLARENCE SUMNER BrIGHAM, M.D., 
died at his home, 61 Pearl Street, Leominster, 
Massachusetts, May 4, 1933. Dr. Brigham was born 
in Bakersfield, Vermont, February 5, 1867. His 
early education was acquired at Brigham Academy, 
Vermont, from which he graduated in 1885. He re- 
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ceived his A.B. degree from the University of Ver- 
mont in 1889 and the M.D. degree was conferred 
by the Medical School of that institution in 1891. 
Following the practice of medicine in Jamaica, Ver- 
mont, for four years he opened an office in Leomin- 
ster in 1896. He joined the Massachusetts Medical 
Society in 1903 and was also a Fellow of the 
American Medical Association. He was a past 
president of the Leominster Hospital Staff and later 
consulting physician to that institution. He was 
elected to the school board of Leominster in 1914 
and served continuously with the exception of a 
few months until his death. 

He is survived by his widow, Mrs. Cora (Decker) 
Brigham; a daughter, Mrs. Franklin A. Hebard of 
Plymouth; a son, Paul T. Brigham’ of Florida; a 
brother, Dr. John Brigham of Shrewsbury, and a 
twin sister, Mrs. Clara Boutelle. 


JAMES CLARKE, M.D., of Haver- 
hill, Massachusetts, died at the Gale Hospital, Ha- 
verhill, May 4, 1933, following an illness of sev- 
eral months. 

Dr. Clarke had long been identified with anti- 
tuberculosis work and was President of the Haver- 
hill Tuberculosis Association at the time of his 
death. 

He was born in Woburn, May 22, 1860, the son of 
Dr. Albert W. and Philanda Clarke. His father 
was in the medical service of the Union Army in 
the Civil War and died in 1869 from the effects 
of wounds received while in service. Dr. Clarke 
was on the medical staff of the local draft board 
during the World War. His premedical education 
was acquired in the public schools of Brockton, 
Massachusetts. His medical education covered at- 
tendance at the Dartmouth Medical School and 
he later graduated from the New York University 
Medical College in 1883. Dr. Clarke had held a 
prominent place in medical affairs in his locality. 
He joined the Massachusetts Medical Society in 
1888. He is survived by a son and a sister. 


NOTICES 


GOLF FOR MEMBERS OF THE AMERICAN 
MEDICAL ASSOCIATION 


The American Medical Golfing Association, head- 
ed this year by Dr. John Welsh Croskey of Phil- 
adelphia, will hold its Nineteenth Annual Tourna- 
ment over the Blue Mound Country Club course, 
Milwaukee, on Monday, June 12. One hundred golf- 
ers are expected by the hard-working local commit- 
tee, composed of Dr. John W. Powers, Chairman, 
Drs. J. O. Dieterle, G. H. Fellman, J. C. Griffith, 
W. F. Grotjan, E. W. Miller, S. R. Mitchell, C. W. 
Morter, H. S. Roby and Ralph P. Sproule. 

Play will begin at 8:00 A.M., with all teeing off 
on the beautiful and interesting Blue Mound course 
before 3:30 P.M. Dinner will be served at the 
Club at 6:30 P.M., followed by distribution of ap- 
proximately fifty trophies and prizes for the eight 


major events covering both 36-hole and 18-hole play. 
Past President Frank A. Kelly of Detroit will be 


on hand with his inimitable stories. In addition, the 4 


local Committee promises that, at this tournament, 
Milwaukee’s “fame” will not be lessened in quality 
or quantity. 

Bargain prices will prevail this year. Thirty-six 
holes of golf, dinner, prizes and entertainment, 
will he considerably less than five dollars to Active 
Fellows. All Fellows are invited to play over the 
course for a practice round (on Sunday) before 
Monday’s tournament. Fellows may play at all 
other courses in Milwaukee during the week. 

Any male Fellow of the American Medical Asso- 
ciation in good standing is eligible for membership 
in the American Medical Golfing Association, on ac- 
ceptance of its By-Laws and payment of the en- 
rollment fee. All communications concerning the 
golf tournament or enrollment can be addressed to 
Wm. J. Burns, Executive Secretary, 4421 Woodward 
Avenue, Detroit. 


SPECIAL LECTURESHIP UNDER THE AUSPICES 
OF THE NEW ENGLAND HEART ASSOCIA- 
TION 


Dr. Ronald T. Grant of the University College 
Hospital Medical School, London, will give four 
lectures on “The Various Types of Endocarditis 
and The Coronary Circulation with Special Refer- 
ence to the Thebesian Vessels,” at the Boston Medi- 
cal Library at 5 o’clock, Monday, Tuesday, Thurs- 
day and Friday, May 22, 23, 25, 26, 1933. 

Physicians and medical students are invited to 
attend. 

PauL W. Emerson, M.D., Secretary. 


REMOVAL 


JOSEPH PRENN, M.D., announces the removal of his 
office to 483 Beacon Street, Boston. 


RADIO HEALTH MESSAGES 
Mayx-JUNE, 1933 


Sponsored by the Public Education Committee 
of the Massachusetts Medical Society and the 
Massachusetts Department of Public Health. 

Courtesy WBZ. Tuesdays, 4:30 P.M. 


May 
16 
23 

.30 


Arteriosclerosis 
Chronic Bronchitis 
Neurasthenia 


6 Safer Maternity 

The Care of the Skin 

A Heart to Heart Talk 

Social Service in Public Health 


STATE House BROADCAST 


Sponsored by the Massachusetts Department of 
Public Health. 


June 
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Courtesy WEEI. Fridays, 12:45 P.M. 


Health Subjects of Public Interest discussed by 
the Division Directors of the Department. 


Rapio HEALTH ForuM 

Queries from the public are answered under 
the sponsorship of the Department: of Public 
Health. 
_ Courtesy WEEI. Fridays, 4:50 P.M. 

Questions on Health and Prevention of Disease 
may be sent to Radio Health Forum, State De- 
partment of Public Health, State House, Boston. 


REPORTS AND NOTICES 
OF MEETINGS 


MASSACHUSETTS TUBERCULOSIS LEAGUE 


ANNUAL MEETING 


One hundred and fifty persons were in attend- 
ance at the Annual Meeting of the Massachusetts 
Tuberculosis League held at Hotel Kimball, Spring- 
field, on April 24. Dr. Frederick T. Lord, Presi- 
dent, presided. 

Reports were made by Dr. Lord on the progress 
of the League in the past year, by Frank Kiernan, 
Executive Secretary, on administrative matters and 
the relations between the League and its Affiliated 
Organizations, and by Miss Jean V. Latimer, Edu- 
cational Secretary, on the progress of health edu- 
cation work in elementary and secondary schools. 
The report of the Treasurer was presented; also 
the report of the auditors, Fox, Hayes & O’Brien, 
Certified Public Accountants. All reports were 
approved. | 

A vote of thanks to the State Department of 
Public Health for the work of the Chadwick Clinics 
in the cities and towns of the Commonwealth was 
unanimously passed. 

Mr. Walter S. Barr of West Springfield, Chair- 
man of the Nominating Committee, presented the 
nominees for Directors, Officers and members of the 
Executive Committee. The nominees were elected 
as presented. 

At the annual luncheon meeting, Dr. George H. 
Bigelow, State Commissioner of Public Health, gave 
an address on “After the Chadwick Clinics—What?” 

Following the luncheon meeting, those in attend- 
ance made a trip to Westfield State Sanatorium 
where they were guests of Dr. Roy J. Morgan, Su- 
perintendent. A special meeting of physicians was 
held to review x-ray pictures of childhood tuber- 
culosis. 

The Officers and Directors elected for 1933-34 
were as follows: 


OFFICERS AND DIRECTORS-AT-LARGE 
Honorary President — Dr. Edward O. Otis, Exeter, 
New Hampshire. 
President—Dr. Frederick T. Lord, Boston. 
Honorary Vice-Presidents — Dr. George H. Bigelow, 


ton; Rabbi Harry Levi, Brookline; 
Cardinal O’Connell, Brighton. 
Vice-President—Dr. Francis P. Denny, Brookline. 
Treasurer—Mr. Arthur Drinkwater, Cambridge. 
Assistant-Treasurer—Mr. Romney Springs, Boston. 
Clerk of the Corporation—Mr. Frank Kiernan, Bel- 


William 


mont. 
DIRECTORS-AT-LARGE 
Dr. George H. Bigelow, 231 Randolph Avenue, Mil- — 
ton. 


Mr. Frederic Bailey, North Scituate. 

Dr. Walter P. Bowers, Clinton. 

Dr. Robert P. Carpenter, North Adams. 

Miss Josephine B. Colt, 98 Pinckney Street, Bos- 

ton. : 

Dr. Francis P. Denny, 111 High Street, Brookline. 

Mr. Arthur Drinkwater, 993 Memorial Drive, Cam- 

bridge. 

Dr. C. Benjamin Fuller, 781 Main Street, Waltham. 

Rev. Walter F. Greenman, 320 Otis Street, West 

Newton. 

Mr. William N. Goodell, 271 Foster Street, Lowell. 

Mrs. John D. Henry, 21 Appleton Street, Boston. 

Dr. William O. Hewitt, Health Officer, Attleboro. 

Professor Murray P. Horwood, 37 Westbourne 
Road, Newton Centre. 

. Roger I. Lee, 264 Beacon Street, Boston. 

Frederick T. Lord, 305 Beacon Street, Boston. 

. Richard P. MacKnight, District Health Officer, 
New Bedford. 

. David Moxon, Health Officer, Framingham. 

Edward O. Otis, Exeter, New Hampshire. 

Alton S. Pope, 35 Fair Oaks Avenue, Newton- 

ville. 

. Raymond S. Patterson, 274 Park Street, New- 

ton. 

Sumner H. Remick, Middlesex County Sanato- 

rium, Waltham. 

Mr. John Ritchie, 115 Washington Street, Malden. 

Mr. Thornton K. Ware, 745 Main Street, Fitchburg. 

Miss Margaret Weir, 84 Cabot Street, Beveriy. 

Rev. C. P. Wellman, 33 Arlington Road, Woburn. 


REPRESENTATIVE DIRECTORS 


Barnstable County Public Health Association 
Mr. George E. Dean, Falmouth. 
Berkshire County Tuberculosis Association 
Dr. Floyd R. Smith, Pittsfield. 
Boston Tuberculosis Association 
Dr. John B. Hawes, 2nd, 11 Marlboro Street, 
Boston. 
Dr. Donald S. King, 205 Beacon Street, Boston. 
Mr. Alexander Wheeler, 49 Federal Street, Bos- 
ton. 
Mrs. Reginald Heber White, The Elms, 3 Re- 
vere Street, Jamaica Plain. 
Bristol County Public Health Association 
Dr. Garnet P. Smith, Tuberculosis Hospital, 
Attleboro. 
Cambridge Tuberculosis and Health Association 
Mrs. Mabel Greeley Smith, 689 Massachusetts 


Dr. 


Milton; Rt. Rev. William Lawrence, D.D., Bos- 


Avenue, Cambridge. 


} 
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Chelsea Women’s Public Safety Comnrittee Salem Association for the Prevention of Tubercu- 
Mrs. E. Frank Guild, 8 Crescent Avenue, Chel- losis | 
sea, Dr. J. Frank Donaldson, 32 Lynde Street, 
Essex County Health Association Salem. 


Dr. Olin S. Pettingill, Essex County Sanatorium, 
Middleton. 
Mrs. H. G. Hamann, 132 Norfolk Avenue, 
Swampscott. 
Fall River Anti-Tuberculosis Society 
Dr. John H. Lindsey, 151 Rock Street, Fall 
River. 
Franklin County Public Health Association 
Mrs. A. L. Johnson, 127 South Main Street, 
Orange. 
Hampden County Tuberculosis and Public Health 
Association 
Mr. Walter S. Barr, West Springfield. 
Mr. Clifton H. Hobson, Palmer. 
Hampshire County Public Health Association 
Mr. Clarence E, Hodgkins, 122 South Street, 
Northampton. 
Haverhill Tuberculosis Association 
Dr. I. J. Clarke,* 112 Emerson Street, Haver- 
hill. 
Holyoke Tuberculosis Association 
Dr. S. L. Skvirsky, 203 Chestnut Street, 
Holyoke. 
Lawrence Tuberculosis League 
Mrs. Frances B. Mowry, Salem Center, New 
Hampshire. 
Lowell Tuberculosis Council 
Mr. Charles H. Hobson, 
Lowell. 
Lynn Tuberculosis League 
Mrs. Carolyn M. Engler, 12 Deer Cove, Lynn. 
Malden Tuberculosis Society 
Mrs. F. Anna Green, 15 Ferry Street, Malden. 
Nantucket Public Health Committee 
Mrs. Marion Sevrens, 10 Milk Street, Nantucket. 
New Bedford Anti-Tuberculosis Association 
Mr. William B. Geoghegan, Municipal Building, 
New Bedford. 
Newburyport Anti-Tuberculosis Association 
Mrs. Allan R. Shepard, 233 High Street, New- 
buryport. 
Newton Welfare Bureau 
Mrs. Charles Riley, 254 Commonwealth Avenue, 
Chestnut Hill. 
Norfolk County Public Health Association 
Dr. Nahum R. Pillsbury, Norfolk County Hos- 
pital, South Braintree. 
Mrs. William C. Rogers, King Street, Cohasset. 
Northern Worcester County Public Health Associa- 
tion 
Mr. Frank W. Lesure, 107 South Street, Fitch- 
burg. 
Plymouth County Health Association 
. Mrs. B. Milo Burke, 12 Doris Avenue, Brock- 
ton. 


158 Middle Street, 


Dr. J. Holbrook Shaw, 43 Court Street, Plym-| 


outh. 


*Deceased. 


Southern Middlesex Health Association 
Mr. Edward P. Furber, 60 State Street, Boston. 
Mr. Allister F. MacDougall, 19 Everett Street, 
Concord. 
Southern Worcester County Health Association 
Mrs. Chandler Bullock, 41 Sever Street, Wor- 
cester. 
Rev. J. F. McGillicuddy, North Brookfield. 
Southwestern Middlesex Public Health Association 
Dr. Arthur K. Stone, Auburn Street, Framing- 
ham Centre. 


BRISTOL NORTH DISTRICT MEDICAL SOCIETY 


The Bristol North District Medical Society held 
its annual meeting, April 21, 1933, at the Taunton 
State Hospital, where forty-three members were 
guests of Dr. R. M. Chambers, Superintendent. 

The following officers were elected: 

President: F. V. Murphy, Attleboro. 

Vice-President: L. E. Butler, Taunton. 

Secretary: C. B. Kingsbury, Taunton. 

Treasurer: J. V. Chatigny, Taunton. 

Commissioner of Trials: F. H. Dunbar, Mansfield. 

Supervising Censor: A. R. Crandell, Taunton. 

Censors: T. F. Clark, T. J. Robinson, J. L. Mur- 
phy, Taunton; W. O. Hewitt, Attleboro. 

Councillors: W. H. Allen, Mansfield; A. R. Cran- 
dell, Taunton; B. M. Latham, Mansfield. 

Nominating Councillor: W. H. Allen, Mansfield. 

Alternate: A. R. Crandell, Taunton. 

After the business meeting and election of of- 
ficers, Dr. Richard M. Smith of Boston spoke con- 
cerning the Committee on the Costs of Medical 
Care and explained some of the data and findings 
of their report. 

C. B. Kinessury, M.D., Secretary. 


NEW ENGLAND HOSPITAL FOR WOMEN 
AND CHILDREN 


The regular clinical conference of the New Eng- 
land Hospital for Women and Children will be held 
at the hospital, Dimock Street, Roxbury, on Thurs- 
day evening, May 18, at 8 P.M., on the general 
subject “Some Phases of Electrotherapy.” There 
will be a demonstration of diathermy and sine-wave 
machines. Dr. Arthur Ring will speak on “The 
Use and Misuse of Electrotherapy in Pelvic Dis- 
ease,” and Dr. Kleinert on “Electrotherapy in Nose 
and Throat Work.” 

ALIcH H. BIcGELow, M.D., Secretary. 


THE NORFOLK DISTRICT MEDICAL SOCIETY 

The Eighty-Third Annual Meeting will be held at 
the Hotel Kenmore, Boston, Mass., May 15, 1933. 
ORDER OF EXERCISES 


Business Meeting: 6:00 P.M. 
1. Minutes of previous meeting. 


/ 

4 
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2. Election of Officers. 

3. Reports from Committees. 

4. Report of the Treasurer. 

5. Incidental Business. 

Dinner 7:00 P.M. 

Following the dinner there will be an entertain- 
ment consisting of a concert by the Boston Sym- 
phonic Ensemble and also vaudeville sketches. 

S. F. Curran, M.D., President, 
FRANK S. CRUICKSHANK, M.D., Secretary, 
1695 Beacon Street, Brookline. 


~ 


THE NEW ENGLAND ROENTGEN RAY SOCIETY 


The May Meeting will be held Friday night, May 
19, 1933, at the Boston Art Club, Boston, Mass., at 
8 P.M. 

The Annual Dinner will be held at the Boston Art 
Club at 6:45 P.M., for $1.00 a plate. 


SCIENTIFIC SESSION 
“The Diagnosis and Treatment of Bone Tumors.” 
Charles Geschickter, M.D., Baltimore, Maryland. 
C. W. Brackett, M.D., President, 
35 Bay State Road, Boston, Mass. 
T. R. Hearty, M.D., Secretary, 
370 Marlborough Street, Boston, Mass. 


THE AMERICAN PROCTOLOGIC. SOCIETY 


The thirty-fourth Annual Meeting of the American 
Proctologic Society will be held in Chicago, June 
12-13, 1933. 

Headquarters will be at the Stevens Hotel. 


NEW ENGLAND PEDIATRIC SOCIETY 
Fray, May 19, 1933 
AFTERNOON SESSION 


Children’s Hospital Amphitheatre 
4:00 P.M.—Clinical Meeting 


EVENING SESSION 
Boston Medical Library, 8:15 P.M. 
1. Influenza Meningitis and Its Specific Serum 
Treatment. Dr. LeRoy D. Fothergill. 
2. Discussion: Dr. James B. Ayer, Dr 
Higgins. 
Refreshments. 


. Harold 


MASSACHUSETTS PSYCHIATRIC SOCIETY 

The next meeting of the Massachusetts Psychiatric 
Society will be held at the Boston Psychopathic 
Hospital, 74 Fenwood Road, on Tuesday, May 16, 
at 8:00 P.M. 

The speaker will be Dr. Donald D. Durrell, As- 
sistant Professor of Education, Boston University, 
on the Emotional Factors in Reading Difficulties. 


Oscag J. RaEpeER, M.D., Secretary. 


NEW ENGLAND MEDICAL SOCIETY 
The next regular meeting of the New Bngland 
Medical Society will be held at the Evans Audi- 
torium of the Massachusetts Memorial Hospitals 


on Wednesday, May 17, 1933, at 8 P.M., 80 East 
Concord Street, Boston, Mass. 

The address of the evening will be by Dr. Albert 
A. Berg of the Mount Sinai Hospital, New York 
City. 

Subject: Subtotal Gastrectomy for the Radical 
Cure of Gastric and Duodenal Ulcer, with a Con- 
sideration of Its Late Physiological and Chemical 
Results. 

Dr. Lincoln Davis of Boston will open the dis- 
cussion. 

All physicians interested in this 
invited to attend the meeting. 

Louis G. Howarp, M.D., Secretary. 


subject are 


NEW ENGLAND PHYSICAL THERAPY SOCIETY 
Notice OF ANNUAL MEETING 


The Annual Meeting of the New England Physical 
Therapy Society will be held at the Boston Square 
and Compass Club, 448 Beacon Street, Boston, at 
8 o’clock on the evening of Wednesday, May 17, 1933. 

The program is in charge of George B. Rice, M.D., 
of Boston. 

PROGRAM 


Treatment of Eye Strain Due to Failure of the 
Two Eyes to Work Together. David W. Wells, M.D., 
Boston, Massachusetts. 

Physical Therapy Methods of Treatment in Some 
of the Affections of the Ear, Nose and Throat. 
George B. Rice, M.D., Boston, Massachusetts. 

General discussion. 

In accordance with Article VI, Section 5 of the 
By-Laws, the Nominating Committee has reported 
the following nominations to be voted upon at this 
meeting: 

President: William G. Curtis, M.D. 

First Vice-President: George E. Percy, M.D. 

Second Vice-President: George B. Carr, M.D. 

Secretary: Arthur H. Ring, M.D. 

Treasurer: Franklin P. Lowry, M.D. 

Councilors for three years: —— L. O’Toole, M.D., 
Solon Abbott, M.D. 

Further nominations may be made from the 
floor. 

There will be the usual Round Table Dinner at the 
Club at 6:30 P.M. 

All members of the medical profession are cor- 
dially invited to be present and to participate in 
the discussion. 

ArTHuR H. Rivne, M.D., Secretary, 
Arlington, Mass. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


May 12—William Harvey Society. See notice on page 
970, issue of May 4. 

May 15, 16, 17—-The American Association for the Study 
of Goitre. See page 969, issue of May 
May cea End Medical Club, See page 969, issue 


of 
6—Massachusetts Psychiatric Society. 
eisewhere on this page. 
May 17—New England Medical Society. See notice 
elsewhere on this page. 
May 17—New England Physical Therapy Society. See 
notice above. 


See notice 
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May 18—New England Hospital for Women and Chil- 
dren. See page 1024. 

May tas New England Roentgen Ray Society. See 
page 
May 19—New England Pediatric Society. 


1025. 
May 22, 25, ial Lectureship the 
of the’ New Hin Heart Association. See pag 


June 12—Golf for Members of the American Medical 
Association. See page 1022. 
— 12-13—The American Procivivgic Society. 
page 
June s Auxiliary to the Medi- 
cal Association. See page 815, issue of April 13. 
June 13—The American Board of Obstetrics and Gyne- 
wpe See page 607, issue of March 16. 


See page 


e Pow hoe Heart Association. See page 768, 


un 
of April 

June 28 to July 3—Third International Hospital Asso- 
—— See page 811, issue of April 13. 


a 10, 11, 12—American Delegation to the Interna- 
tional Goiter Conference. See page 768, issue of April 6. 
October 


9-12—American Public o Health Association. See 
page 403, issue of February 16. 
April 16-20, 19834—The American of Physicians, 
See notice on page 970, issue of May 
DISTRICT MEDICAL SOCIETIES 
NORFOLK DISTRICT MEDICAL SOCIETY 
May 15—See page 1024. 


— 


BOOK REVIEWS 


Pictorial Midwifery. By Comyns Berrketey, M.D. 
Illustrated by Georges M. Dupuy, M.D. Second 
Edition. William Wood and Company, New York. 
1932. Price $3.00. 


This book is written primarily for pupil mid- 
wives in England. It purports to teach obstetrics 
by illustrations. To some extent undoubtedly this 
will be accomplished, but many of the illustrations 
are poor and crude. The reviewer cannot agree 
with many of the notes in explanation of the il- 
lustrations. 

On the whole it is surely not a satisfactory book 
to recommend to nurses in this country and there 
are many other better books for students to con- 
sult. 


Clinical Gynecology. By C. Jerr Mritter, M.D. Il- 
lustrated. C. V. Mosby Company, St. Louis, 1932. 
Price $10.00. 


Dr. Miller has written a very satisfactory and 
concise book on clinical gynecology. It is divided 
into three parts: I. Gynecologic diseases and their 
treatment; II. Therapeutic measures in gynecologic 
disease; III. Operative gynecology. Following each 
chapter is an excellent bibliography. The illustra- 
tions are numerous and well done. 

In a most forcible way Dr. Miller has made 
use of italics and black type in order to drive 
home the points in the text which he wants the 
student and the reader to appreciate fully. 

The one criticism that the reviewer finds is that 
when the author refers to an illustration he does 
not give the page, and as a result much time is 
lost trying to find the illustration which ex- 
plains the text. 


.| process. 


Dr. Miller’s conservative stand in many of the 
procedures which he recommends is to be com- 
mended, and his advice in the section on opera- 
tive gynecology should be read by all young sur- 
geons. Many of the older surgeons would also 
©} profit much by heeding it. 

This is an entirely satisfactory book. 


Asthma, Hay Fever and Related Disorders. A 
Guide for Patients. By Samvuret M. Ferxnsere, 
M.D. Chicago. Published by Lea & Febiger, 
Philadelphia, 1933. 120 Pages. Price $1.50. 


This little book presents the important features 
of allergy clearly enough so that the reader of aver- 
age intelligence can understand. It can be read in 
less than two hours. It lays stress on the need of 
close and prolonged codéperation between patient and 
doctor. While it gives the impression that the treat- 
ment is easy and successful in most of the cases, 
this optimism seems to the reviewer justified and 
desirable. 

The book answers many of the patients’ questions 
and it points out the reasons for careful investiga- 
tions and painstaking study by his doctor. It fills 
a real need and it can be recommended. 


Clinical Diagnosis: Physical and Differential. By 
NevuTon S. M.D. The Macmillan Company, 
N. Y. Pp. 364. Price $3.50. 


The author, an associate Professor of Medicine 
at the University of Tennessee, emphasizes the 
necessity for systematic reasoning in making a 
diagnosis. This is not merely the collection of a 
miscellaneous mass of data and an often unsuccess- 
ful attempt to put it together. Stress is laid on 
the “essential middle link”—a knowledge of the 
significance of symptoms. 


The book is systematically arranged throughout. 
After preliminary chapters on history-taking and 
physical examination, there is a chapter dealing 
with methods for the examination of the several 
“systems”. Tables are used extensively and well. 
The most valuable part of the book is probably 


“The Principles and Practice of Differential Diag- ™ 


nosis.” Here is given a system of rules for es- 
tablishing a diagnosis, followed by some unique 
examples of what runs through a diagnostician’s 
mind (with aside & la Eugene O’Neill) in the 
A series of cases for diagnostic practice is 
followed by 118 pages, alphabetically arranged, de- 
voted to the significance of symptoms and signs. 

The book is not thorough or encyclopedic. How- 
ever, it is simply written, concise, often unique, 
and certainly systematic. If it succeeds in making 
even a few medicos conscious of the thrill in- 
volved in making a correct diagnosis, it should 
prove far more valuable than its modest purchase 
| price. 


